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Utilizing the bioarchaeology of care model, this research formulates a model of care 
based on ethnohistorical and skeletal markers of pathologic conditions. The index of care 
is the method used to create models of care, and this requires social, cultural, economic, 
environmental, and mortuary contexts to determine the resources required to aid a person 
through injury or disability. This paper investigates the impact of known medical, 
occupational, and morgue records that accompanied each selected individual in the 
skeletal collection. This additional information, beyond what is gained from skeletal 
analysis, generates a complex model of care. A more complex model of care can better 
estimate cost of care, length of care, and resource requirements and availability. 
Information provided by the records allows for a better understanding of the individual’s 
life and care received. Such learnings can better inform on how individuals of the past 
understood and treated people with disabilities or impairment. Utilizing the pathologic 
lesions on the skeletal remains, coupled with the associated individual records, eight 
individuals were selected from The Terry Collection, currently housed at the Smithsonian 
Institution. Completed models of care for each individual are examined to evaluate the 
impact of written documentation on the finished model. Additionally, this paper 
investigates whether the documentation provided informs on the financial cost of care in 
addition to social cost or length of care. Studying multiple models of care built around 
individuals from different time periods can illuminate how caregiving has evolved to 
modern-day standards. 
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Introduction  
The study of disability has been largely overlooked in archaeology and the analysis of 
modern skeletal collections. Disability refers to an individual’s physical state created from an 
impairment in bodily function or physical structure that relates to activity or participation 
limitations in his or her community (Tilley 2015). The disability can affect an individual 
temporarily or it may be a long-term or lifelong impairment. The bioarchaeology of care is 
focused on studying disability in the archaeologic record to elucidate whether and how past 
cultures cared for impaired members of their society. This relatively new area of concentration in 
bioarchaeology is the focus of this research, which uses the new method called the index of care 
(IOC). The IOC was created to methodically assess pathologic conditions found in skeletal 
remains to create cases for individuals who likely received care in the past. It began as a simple 
outline and has become theoretically more robust through employing the model on a variety of 
prehistoric individuals and scenarios (Tilley, 2015 and 2019). 
 This research will employ the IOC on a modern assemblage of individuals from The 
Terry Collection. The goal of this research is to identify whether the primary method, the IOC, is 
compatible with historical individuals who have accompanying morgue records, and whether 
identified pathologic conditions and documentation strengthen the model of care. Investigation 
of pathologic conditions will be conducted to see which conditions create a concrete timeline in 
the model of care. This research will not only increase the visibility of those who were impaired 
in the archaeologic record, but also further test the applicability of the IOC. 
The examination of disability/impairment and care in the archaeologic record provides 
insight on how people in the past lived with impairment and cared for those around them. This 
bioanthropologic praxis illuminates disability in the past, which has historically been overlooked. 
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Anthropology as a field needs to be more accommodating to those with disabilities or 
impairments today. For example, creating positions in field schools that can accommodate 
wheelchairs or those with cognitive impairments can only make for a better anthropologic 
community. By creating an awareness of impairment in the past, and the accommodations past 
communities made, contemporary anthropology as a discipline can move toward rejecting the 
current ableist trope and embrace inclusion beyond analytical scopes.   
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Background  
In archaeology, the study of disability has been largely overlooked. Physical disability 
refers to an individual’s physical state as a result of an impairment in bodily function or physical 
structure. This impairment often relates to limitations in activity or participation within the 
community (Tilley, 2015). Disability can affect an individual temporarily, or it may be a long-
term or lifelong impairment. Tilley’s (2015) text, The Bioarchaeology of Care, is focused on 
studying disability in the archaeologic record to elucidate whether and how past cultures cared 
for impaired members of society. This relatively new area of concentration in bioarchaeology is 
the focus of this paper, which uses the method called the index of care (IOC). This index was 
created to methodically assess the cases of individuals who likely received care in the past 
(Tilley, 2015).  
Employing the IOC on an assemblage of individuals from The Terry Collection, this 
research will concentrate on people alive from 1841 to 1959. Osteologic profiles will be created 
from the skeletal remains of each individual in the study. This project’s core was testing the 
current version of the index of care (IOC) with a historical population, that included morgue 
records for the individual, to see whether each prompt would elicit a data-driven response. In 
addition to examining the compatibility of the current IOC results in creating a model of care, the 
strength of each model was tested to see what pathologic conditions produced the strongest 
model. Pathologic conditions in conjunction with morgue records were examined to highlight 
any specific categories in the records that strengthened the models. 
The requirements set forth by Tilley (2019) that establish a need for care were met by 
each individual, creating a model of care. In this study, it is determined that a strong model of 
care is defined by clearly marked pathologic conditions in addition to the inclusion of specific 
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morgue record details such as occupation, duration of the illness that caused death, autopsy 
stature and weight, and marital status.  
The examination of disability/impairment and care in the archaeologic record will 
provide insight on how people in the past lived with impairment and cared for those around them 
who were impaired.  
Early Disability Theory and the Bioarchaeology of Care  
Bioarchaeology as a field has only recently tapped into the potential to affect the study of 
physical disability and impairment in the archaeologic record. Many of the early works in the 
study of impairment and care were focused on prehistoric skeletal remains. Lorna Tilley 
pioneered the bioarchaeology of care and the IOC. In 2015, Tilley put forth a series of books 
about the bioarchaeology of care that began with Theory and Practice in the Bioarchaeology of 
Care. This is the first in a series of four books that track the development and expansion of the 
bioarchaeology of care and bioarchaeology of impairment and disability.  
It is important to note that disability is used as an umbrella term covering impairments, 
activity limitations, and participation restrictions, and it reflects the interaction between the 
individual and society (Young and Lemaire, 2017). Impairment is used to define a problem in 
body function or structure. Activity limitations measure the difficulty an individual will have in 
executing tasks or performing actions. Participation restrictions are problems related to the 
individual’s involvement in the community and society (Young and Lemaire, 2017). In 
bioarchaeology, the only record is usually that of human skeletal remains, effectively limiting the 
research of these impairments to evidence visible on the bone. 
Disability studies as an interdisciplinary field became prevalent in the 1970s and 1980s, 
seeking to combat the sociopolitical constructions of the time. This was in response to models 
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that put the disabled in oppressive socioeconomic and political structures (Shuttleworth and 
Meekosha, 2017). It was important for scholars to study disability to challenge the stereotype and 
stigma attached to the word “disabled” (Grauer, 2019). Around this time, the term “differently 
abled” began to be used by people who were not disabled. This phrase was intended to challenge 
the stereotype but, instead, was generally viewed as highly patronizing. It served only to further 
delineate the differences between able-bodied people and those with disabilities (Barclay, 2017).  
North American scholars turned to global historic and cultural accounts of disability. 
Examination of the conceptual framework of disability was a very American concept that aided 
in governing the American population (Anand, 2017). In America, people with disabilities are 
among the largest minority groups, and anyone, at any time, is at risk of joining their ranks 
(Roush, 2017). Aging individuals increasingly move from the abled side of the spectrum to the 
disabled in various ways. Around the world, notions of impairment and disability are not 
universally defined in cultures (Barclay, 2017). Evaluating the world’s cultures, both in present 
day and in the past, and their individual definitions of what constituted “disabled,” introduced the 
need for an interdisciplinary approach. 
       Attention turned to historic and cultural records to understand disability. Historic and 
cultural records were then viewed in conjunction with the medical implications of various 
impairments (Barclay, 2017). Bioarchaeologists witnessed a movement toward allowing human 
behavior and social theories to aid in understanding the collected data from human remains 
(Shuttlesworth and Meekosha, 2017). The challenge was to build a field with theories and 
methodology using human skeletal remains, cultural histories, and modern medical knowledge to 
study disability in the past.  
The Terry Collection 
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The Terry Collection began with Robert J. Terry in the late nineteenth century. The 
collection began in Saint Louis, Missouri, for research and educational purposes (Hunt and 
Albanese, 2005). Cadavers were obtained from local Saint Louis hospitals and institutional 
morgues. A small portion of the collection is from other institutions throughout the state of 
Missouri. Most of the individuals were not claimed by relatives at local morgues and, thus, 
became property of the state (de la Cova, 2012; Hunt and Albanese, 2005). Persons from this 
collection were from the lower socioeconomic echelons. Since the state would have to spend 
taxpayer money for burials, the individuals were instead turned over to the medical school and 
used for anatomical instruction (de la Cova, 2012; Hunt and Albanese, 2005). This was a 
common practice in most states before World War II (Hunt and Albanese, 2005). 
 Robert J. Terry began collecting cadavers in 1898 and had two previous collections that 
were accidentally destroyed by a fire. Through those destroyed collections, he created strong 
protocols and documentation for his third attempt at creating a collection (Hunt and Albanese, 
2005). The cadavers that were marked for the collection were first used in anatomy classes for 
soft-tissue dissection, and when possible, the bone was preserved. For 920 individuals, the 
calvarium was cut in order to dissect the brain. In 312 other individuals, the cranium was also 
sectioned along the sagittal plane (Hunt and Albanese, 2005). Some ribs and, occasionally, the 
sternum were cut to access the internal organs. Vertebral bodies were also sampled for histologic 
examination (Hunt and Albanese, 2005). 
         The process of maceration consisted of stripping as much soft tissue as possible without 
causing damage to the bone. The skeleton would be soaked in hot water for 72 hours, followed 
by brushing and drying of the bone. Each hand and foot was placed into a cotton glove, with 
each digit in the correct sleeve; the glove was then tied shut. Terry was explicit in his 
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instructions: he did not want the bone void of fats, because he felt that having some fats present 
would assist in the preservation of the bone (Hunt and Albanese, 2005). 
         After the process of maceration was complete, Terry would catalogue each bone, with the 
exception of the tiniest (eg, bones within the ear). Individual phalanges and sesamoid bones were 
numbered according to position (Hunt and Albanese, 2005). Individual bones within a full 
skeleton that were retired due to handling or general damage would be replaced. These 
replacement bones would be documented with an R in black ink next to the individual’s 
identification number (Niovi et al., 2016).  
All the individuals in the collection have at least a morgue record. The morgue record 
includes all salient information regarding the death of the individual and other medicolegal data 
that were transferred with the cadaver to the morgue (Hunt and Albanese, 2005). In addition, 
some individuals have extra documentation, such as dental charts, anthropometric and 
anthroposcopic data forms, and bone inventory lists. There are a number of cadavers with a 
skeleton index card including supplementary information (such as the date the individual was 
added to the collection after maceration) and a summary checklist of documents available for 
each specimen that was added to the collection when housed at the National Museum of Natural 
History (Hunt and Albanese, 2005). Often contacting hospitals to request records, Terry went to 
great lengths to confirm the information on the morgue sheets (Niovi et al., 2016). These records 
provide information about the individual, which is important for the goal of this research project. 
A good model of care requires contextual information about that individual’s life; for example, 
documentation of occupation can help estimate wages.  
Consisting of 1,728 individuals (Niovi et al., 2016), The Terry Collection contains 
cadavers with ages ranging from 14-102 years. The majority died between 20 and 80 years of 
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age. The earliest birth year is 1828, with the last individual being born in 1943 (Hunt and 
Albanese, 2005). The eight individuals discussed in the current study were born after 1841 and 
died prior to 1960. The collection includes medical records, hair samples, and death masks 
(Ubelaker, 2019).  
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Medical Care and Medicine in the United States of America  
Healthcare in the 19th Century 
         In the 19th century, a mix of class conflicts, differential accessibility, experience, and 
training all took part in a rejection of orthodox medicine in America. Orthodox medicine was 
practiced by the few doctors of the day who had a university degree and were from a high social 
status (Breslaw, 2012). Doctors would often go abroad to Europe for education and attempt to 
bring their scientific knowledge back to America (Breslaw, 2012; MacDonald and Mullally, 
2017). Europeans embraced newer methods and moved away from heroic therapies, such as 
bloodletting and purging, while American doctors during this time period relied on them more 
than ever (Breslaw, 2012).  
Individuals who survived the most inappropriate therapies were touted as successful 
cases treated by the doctor (Breslaw, 2012). Failures were not counted on a doctor’s record, and 
these practitioners were largely protected by the law if the cure or therapy did not work 
(Breslaw, 2012; Spiegel and Kavaler 1997). Individuals who did not recover were considered to 
be at fault for a variety of reasons, including societal organization, social class, immoral living, 
or religious enthusiasm (Breslaw, 2012). Good health in the 19th century required constant 
control and self-discipline (Morantz, 1977).  
In the 1820s, there was a religious event referred to as the Second Great Awakening 
(Breslaw, 2012). Religious enthusiasm was linked to this movement as people would find 
themselves physically shaking in response to deep prayer. In addition to the Awakening, more 
individuals were now living outside of family groups in urbanized and industrialized 
communities (Breslaw, 2012). Moreover, with sizeable numbers of immigrants arriving, the 
communities had a larger gap between socioeconomic groups. Increasing economic opportunities 
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also played a part in the rapid societal change, allowing for social mobility (Breslaw, 2012). 
Economic opportunity for people of lower socioeconomic status can provide a chance for 
financial stability or increased income. This would come to provide greater access to medicine 
and medical assistance.  
During the 1830s to 1850s, the field of medicine declined in popularity due to poor 
training (Leavitt and Numbers, 1985). Numerous factors can shed light on this decline and trust 
in doctors throughout the 1800s. In the beginning of the 19th century, medical theory and 
practice was based on the notions of bodily humors (Breslaw, 2012). Soul and body were 
believed to be attached by the four humors. The four humors were blood, phlegm, yellow bile, 
and black bile. Physical ailments were nothing other than symptoms of ailments of the soul 
(Walker, 2012).  
Evidence of this sort of lack of empirical thinking in medicine includes the example of 
doctors not using a thermometer, which was in use by Europeans at the time. Doctors would 
continue to reject the use of a thermometer until the middle of the 19th century (Breslaw, 2012). 
During this period, it was rare that a doctor would even touch a patient other than to check a 
pulse or confirm the presence of a fever (Rosenberg, 1977). Stethoscopes were also available but 
largely went unused, with only one doctor in the American Civil War’s Confederate camp being 
recorded as having used one (Adams, 1940). The stethoscope had entered the scene in 1829 after 
two earpieces were attached so the physician could listen without being in an uncomfortable 
position (Dary, 2008). The quality of care and accuracy of a diagnosis would heavily rely on the 
patient’s description of the symptoms experienced. Interviews provided the physician with 
information to determine the path for recovery based on his own experience (Adams, 1940). The 
  11 
power of a physician was perceived through his aura of being a successful healer by having the 
ability to regulate bodily secretions (Breslaw, 2012; Rosenberg, 1977).  
Venesection, or bleeding, was a common practice to assist the sick. It was often the first 
treatment administered. Bloodletting through leeches and cupping was also a popular medical 
practice during this time. Severe purges were also included in the toolkit of orthodox medicine 
(Rosenberg, 1977). Draining of any bodily fluid was thought to assist in expelling ailments and 
putting the humors back in order (Dary, 2008). Ointments, teas, tonics, medication, and herbal 
supplements would also be used to assist in healing (Walker, 2012).  
America, being a melting pot even in the 19th century, obtained many additional 
remedies from Native American and African traditions (Breslaw, 2012; Rosenberg, 1977). 
American medicine also relied on a mix of scientific creations like chloroform and natural 
growing plants (Adams, 1940). The knowledge of plants with medicinal benefits was first used 
by the Native American and African communities and then spread to white communities when 
the benefits were observed. 
During the winter of 1864-1865, popular medicines like quinine cost $1.00 (in today’s 
dollars: $15.37), a collection of herbal pills cost $5.00 per dozen (today’s dollars: $81.84), and 
morphine cost $10.00 (today’s dollars: $163.68) (Adams, 1940). Narcotics used for pain during 
this time period were opium, mandrake, hellbane, and henbane (Breslaw, 2012; Leighton 1970). 
Mercury was used as a medication for children who had congenital syphilis (Lewis, 2019). 
Mercury was also a tool that physicians used to produce visible results for almost any ailment 
(Breslaw, 2012). Physicians utilized plants and medicines, while many midwives and 
housewives relied on homegrown remedies.  
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Midwives knew that ergot would either end a pregnancy or hasten a delivery (Bennet and 
Bently, 1999). Foxglove was a folk remedy containing digitalis and was prescribed for dropsy, a 
condition in which the body accumulates too much fluid as a result of a weak heart (Breslaw, 
2012). Malaria, a constant problem for Americans at the time, was treated with cinchona and 
dogwood bark. Common laxatives used during this period were ipecac, jalab, and calomel, which 
would cause the individual to vomit or have a bowel movement, producing visible results 
(Breslaw, 2012; Rosenberg, 1977).   
A combination of the psychologic effects of the physician’s presence and the medicines 
provided patients with visible results of the treatment working (Breslaw, 2012). This visual 
confirmation was important for physicians because they were often traveling to patients’ homes 
to provide treatment (Leavitt, 1995). Patients would also travel to the doctor’s home, but this was 
less common (Breslaw, 2012; Leavitt, 1995). Public distrust of the orthodox medical profession 
that largely relied on heroic therapies with little success, combined with the shifting economic 
market, led to the commercialization of medical care. At this point in time, it became popular to 
grow plants for medicinal purposes, with people embracing alternative medicine. 
Disenchantment with the medical profession and the unique American independent spirit 
coalesced to turn medicine into a competitive economic market (Breslaw, 2012). Pamphlets were 
printed and sold on remedies for ailments and disease that one could grow at home (Adams, 
1940). Home remedies produced the same physical effect and would often yield similar results to 
those that physicians provided—but at a cost benefit (Rosenber, 1977). Households would grow 
their own herbs for medication, and women were expected to have medicinal knowledge to care 
for their families (Breslaw, 2012). Patents in the commercialized medical era were important in 
securing profit when others would copy an idea due to unregulated competition in the market 
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(Lieffers, 2016). This open market, in combination with the changing socioeconomic makeup of 
cities, led to many choosing alternative medicine rather than paying the expensive fees 
physicians demanded (Breslaw, 2012).  
Throughout the 19th century, almshouses and asylums provided care to those who needed 
it (Breslaw, 2012). Within these institutions, individuals would be separated by ancestry, social 
class and, occasionally, religion (Breslaw, 2012). Treatment was not equal for everyone, and 
those receiving the best treatment were white individuals who were born in America (Breslaw, 
2012). Funding for these institutions was mainly provided through charity. Toward the end of the 
century, however, states began to allocate this funding (Breslaw, 2012). Attitudes toward these 
institutions were not positive, since many individuals who entered would also die there. 
 In addition to the poor conditions and unsatisfactory treatments, if a patient was seen by 
a physician at all, he or she was often subjected to experimental tests (Breslaw, 2012; Nystrom, 
2014). Almshouse residents and the poor were targeted by the United States anatomy laws, 
because they did not have the financial means to fight the legality of unclaimed dead becoming 
anatomical specimens (Nystrom, 2014). Moreover, these places would provide a quarantine 
location for those suffering from disease epidemics that swept through communities.  
During epidemics, the wealthy would leave the city, while those who could not afford to 
do so called for quarantines to stop the spread of the disease (Breslaw, 2012). Educated 
physicians belonging to the upper class would often leave, and the self-taught physicians of the 
working class would either be left behind or choose to stay (Breslaw, 2012). Much as it is today, 
in American medical history it was not uncommon to find a high concentration of doctors in 
urban areas, with not many in the rural parts of the country (MacDonald and Mullally, 2017). 
Malaria, measles, smallpox, tuberculosis, and other diseases were well known since they often 
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reached epidemic proportions and continued to make communities ill from year to year (Breslaw, 
2012).   
In addition to the medicines previously discussed, other treatments were regularly 
administered to further the healing process (Rosenberg, 1997). Cold baths were used to assist 
healing for numerous ailments. Pus was seen as a treatment that would expel hidden ailments. It 
was created through cultivating blisters, usually from a heat source or cupping (Breslaw, 2012). 
Throughout the early part of the century, the aforementioned treatments were often utilized with 
medicinal plants, but the public resisted what would be a precursor to modern-day vaccines. The 
process here was to inject pus from an infected individual that had smallpox into a healthy 
individual, thus preventing the patient from getting a severe case of smallpox (Breslaw, 2012). It 
was a highly controversial issue that went in and out of public favor. Eventually, the preventive 
treatment would be banned and vaccinations would not be a major part of medicine until the 20th 
century (Breslaw, 2012).  
The history of healthcare in the 19th century is important to this research because the 
people in the study lived through this time period. Access to healthcare was limited by the 
patient’s economic status and understanding historical medical developments will make readers 
aware of the options these individuals had at the time.  
Healthcare in the 20th Century 
In the 20th century, the general public was still highly skeptical of traditional doctors. 
Commercialization of medical practice brought about the need to keep patients and doctors 
adapted to more mild therapies so as to keep and expand the number of paying customers 
(Rosenberg, 1977). The early part of the 20th century saw little advancement in medical theory 
or practice (Breslaw, 2012). In fact, patients had a higher survival rate of trephination in 15th-
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century Peru than in early 20th century American and European practices (Vernao, 2016). 
Throughout this time period, trends and changes became apparent to trained doctors. 
 Declines in skeletal growth are especially expressed during periods of dietary 
deprivation throughout war, famine, and economic crisis (Eveleth and Tanner, 1990; Himes, 
1979). Furthermore, in the late 19th century extending through the mid-20th century, increased 
globalization and urbanization, along with people living longer (resulting in an increased 
population), led to an overall increase in chronic degenerative diseases (Roberts and Brickley, 
2019). Additionally, these demographic changes also created an environment in which infectious 
diseases could emerge or re-emerge (Roberts and Brickley, 2019). 
Medical Training in the 20th Century 
Women in medical schools were educated separately from men as late as 1910, when 
designated women’s schools, suffering from lack of funding, closed their doors (Bonner, 1996). 
Since there was now a universal need for doctors, World War I resulted in the promotion of 
women’s education in the medical profession (Bonner, 1996). A shift from night school and 
rather informal education in the 19th century gave way to a more mature student body in the 20th 
century. Students often had degrees from other universities prior to their enrollment in medical 
school (Bonner, 1996). Prior to being standardized in the 20th century, 19th century education 
required no lab attendance or examinations (Bonner, 1996; Breslaw, 2012). In the 20th century, 
students began to attend lab hours and study for examinations (Bonner, 1996). Female access to 
patients and clinics was still limited, and women relied on the hospital’s good will to gain 
experience (Bonner, 1996). Discrimination remained present in medical practice and in hospitals, 
making it difficult for some women to gain proficiency (Breslaw, 2012; Bonner, 1996).  
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For both sexes, undergraduate medical education and training for medical school began 
to be established after World War I (Bonner, 1996). Students were expected to study physics, 
chemistry, and biology in their undergraduate career. In the time between 1914 and 1945, the 
expected minimum amount of time for the study of medicine was an additional five years after 
undergraduate education (Bonner, 1996). The practice of medicine during the post–World War I 
years expanded beyond the upper class and into the middle class. American medicine and 
medical education in the 1920s still lagged when compared with European advancements, even 
with the advantage of not fighting a war on the homefront (Bonner, 1996). Americans slowly but 
surely adopted European medical theories and technology throughout the 20th century (Beck, 
2004). American medicine emerged towards the end of the 20th century as a scientifically driven 
field that was globally revolutionizing medical practices (Beck, 3004).  
To conclude, the knowledge gained in the study of medical education practices is highly 
relevant to this study, because the education level of the doctor influences the fees individuals 
would have to pay. All of this medical history influenced the level and quality of healthcare the 
individuals in this study would receive. 
The Need for Medicine and Care in Saint Louis and Missouri 
Prior to the founding of the French colony, the land that is now Saint Louis, Missouri, 
was occupied by the indigenous peoples of the Miami, Powatomi, and Peoria cultures (Waldman, 
2006). Saint Louis was founded in 1764 by French fur trappers, and it traded hands between the 
French and Spanish until the United States took control in 1815 (Davis, 1979). Saint Louis as a 
settlement was slow to expand, but the city had more than 100 buildings by 1797 (Dary, 2008). 
Missouri officially became a state in March of 1820 and was admitted as a slave state (Davis, 
1979). Saint Louis attracted many immigrants because of the availability of work on the 
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riverfront, as well as other opportunities. The War of 1812 was a product of the struggle for 
control of the fur trade. This struggle left settlers in Missouri open to attack from Native 
Americans supported by the British (Pratt, 1935). Attacks on settlers could not only cause bodily 
harm and destruction of property, but they also spread disease. Further, interpersonal violence 
followed clashes caused by broken treaties between American settlers and Native Americans 
(Waldman, 2006).  
A crisis known as the Panic of 1819 caused an economic depression and affected 
commercial activity. More than a decade later, in the 1830s, Saint Louis saw a major population 
increase with immigrants arriving from Ireland and Germany (Adler, 1992).  In the 1840s, an 
additional increase in Irish immigrants, this time fleeing the potato famine, was seen in the city 
(Adler, 1992).  
Scurvy is considered in this project because of the correlation with the aforementioned 
potato famine immigrants coming to Saint Louis (Adler, 1992). In 1849, the city experienced a 
cholera epidemic that is thought to have originated on immigrant steamboats (Brewer, 1975). 
During the months of June and July, 1849, cholera was estimated to have killed as many as 147 
individuals per day, and about 5,000 people in total (Brewer, 1975). Sewage improvements and 
efforts to provide clean drinking water to the poor were made to aid in the control of the 
outbreak. John Snow, in 1854, discovered that wells in the city were contaminated, prolonging 
the outbreak of the epidemic (Brewer, 1975). At this time, there were no public health laws that 
would force the community leaders to pay for these changes.  
         Riots and violence were common in the city (Baumann et al., 2011). In the 1840s, 
immigrants were the target of violent riots (Adler, 1992). Class divisions and tensions reached an 
all-time high in 1900. Multiple attacks occurred as a result of a strike for better wages in addition 
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to reasonable hours for streetcar operators. Streetcar operator strikes occurred in cities 
throughout the nation. Gunfire erupted on the streets, and attacks on people riding the streetcars 
were frequent. At least 200 people were injured during Saint Louis’ strike alone (Lages and 
Neal, 1990). A truce was called when city officials began working to clean up the city in the 
years leading up to Saint Louis hosting the 1904 Louisiana Purchase World’s Fair. 
         City cleanup was not simply focused on defusing class divisions, but also on working to 
improve the Saint Louis’ appearance. Infrastructure was poor and unpaved roads were not 
uncommon. The air was thick with smoke and noxious gas (Colten, 1990). Deemed out of 
control, the city slums were inhabited by the indigent, who lived in these communities with no 
sewage system (Brewer, 1975). Social programs were enacted to clean up the city and, by 1901, 
a new Saint Louis had begun to emerge (Sonderman and Traux, 2008).  Saint Louis had to learn 
how to evolve from a small colony to become a city that hosted the World’s Fair and Olympics.  
A later chapter in this paper, Saint Louis from 1840-1959, will go into more detail regarding the 
history of Saint Louis and the different factors that have influenced the health and disability of its 
occupants.  
Identified Pathologies Within the Sample 
 Disease can change bone morphology. Declines in stature are particularly expressed 
during periods of dietary deprivation resulting from war, famines, and economic crises (Eveleth 
and Tanner, 1990; Himes, 1979). The impacts of the diseases mentioned are important in 
completing the index of care (IOC). Without the correct identification of the markers of disease, 
the steps cannot be properly completed. Step one requires identification of all markers of trauma 
and disease. Building on that, step two requires examples of how a disease or injury would have 
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impaired the individual. Step two is an important step in determining a potential case of care 
because, if accommodations were needed, then that person most likely received care.  
A lack of evidence of impairment requiring accommodations signifies that the IOC will 
determine there is no case to be made (Tilley, 2019). Therefore, the discovery of all markers of 
trauma, disease, and socioeconomic status within the skeletal remains is of great importance. 
What follows is a list of those skeletal markers that were identified on the skeletal remains 
analyzed for this study.   
Generalized Disease Markers 
Osteitis 
Osteitis is the general term for inflammation in bone tissue, with osteomyelitis and 
periostitis referring to the osteologic changes brought about by osteitis (White et al., 2012). The 
reason for this reaction is infection or injury of the bone. Periostitis is an infection in the 
periosteum or membrane surrounding the bone. Osteomyelitis is an internal bone infection 
(Ortner, 2003). The challenge that osteomyelitis and periostitis present is that they are 
nonspecific and often associated with several diseases (White et al., 2012). I included 
osteomyelitis and periostitis in hopes of possibly identifying individuals who contracted an 
infection or disease that I might not have been specifically targeting. These should be identified 
and taken into account for the IOC, but it is important to include all possible diseases associated 
with this osteologic change. 
Osteomyelitis 
Osteomyelitis is most often the result of the bone’s exposure to pyogenic bacteria. 
Viruses, fungi, and parasites can also cause osteomyelitis (Ortner, 2003). Individuals of any age 
can be affected, because osteomyelitis is secondary to wounds, open fractures, and surgery 
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(Ortner, 2003). Most frequently, the periosteum and cortex of the bone is where osteomyelitis 
occurs. It does not spread through the medullary cavity if the infection is limited. Periosteal bone 
will be laid down in response to the infection (Ortner, 2003). Osteomyelitis was noted on an 
individual in the study’s morgue records. 
Periostitis 
Periostitis is a response to infection that reaches the inner layer of the periosteum in bone 
(Brian et al., 2012). After an individual stops growing, the periosteum still has osteoblastic 
capability (Ortner, 2003). The result is new bone formation that reflects the infection stimulating 
the growth (Ortner, 2003). Periostitis is important to note as it is a bone reaction to infections 
that can be observed in individuals.  
Socioeconomic Markers 
Socioeconomic markers in bone reflect the status or class to which the individual 
belonged in society (Grauer, 2019). Historical research of the time period narrowed down the 
specific markers of socioeconomic status, creating a pattern that allowed the individual pieces to 
fit together. Markers highlighted should provide insight on access to medical care, level of safety 
or exposure to violence, diet, and labor (Sparozic, 2016; Neri and Lancellotti, 2004). These 
pathologic conditions are being used for socioeconomic markers and, when found together, will 
assist in identifying care. 
Stature 
Stature is a socioeconomic marker because it informs on nutrition and environment 
during childhood. One element of stature is the genetic aspect resulting in attained height 
(Sparozic, 2016; Ortner, 2003). The largest part that influences stature is the environment in 
which a child or adolescent is raised (Robb et al., 2001). Shorter stature can result from diet, 
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manual labor, injury, or illness (Lewis, 2006).  It is known that all the individuals from the Terry 
Collection come from low socioeconomic status therefore evaluating height could be beneficial 
in comparison to others in this collection due to the known correlation between height and access 
to resources dictated by status. It is unknown if their socioeconomic status changed over their 
lifetime.  
Osteoarthritis 
         Osteoarthritis is the most common joint disease causing joint pain and diminished space 
within the joint (Ortner, 2003). The breakdown of articular cartilage will eventually lead to bone-
on-bone contact (Schemer, 2004). Osteoarthritis slowly progresses from the breakdown of 
cartilage to changes in the bone morphology due to reactive growth (Ortner, 2003). There are 
two types of osteoarthritis: primary and secondary. The former occurs later in life due to 
biomechanical stress, trauma, or any other pathology. Secondary osteoarthritis occurs earlier in 
life in abnormal joints due to pathologic conditions the individual experienced (Ortner, 2003). 
For the purposes of this study, secondary osteoarthritis is triggered and identified by a broken 
bone. This disease is informative of status because lower socioeconomic status would restrict 
access to healthcare, and labor-intensive jobs would only make the condition worse (Knight et 
al., 2011).  
Linear Enamel Hypoplasia 
Linear enamel hypoplasias are defects in the enamel of a tooth. Defects are a result of a 
period of high stress, morbidity, and nutritional deficiencies (Schermer, 2004). In childhood, 
adult teeth are developing, and any episode of high stress can alter the enamel of the teeth 
(Hillson, 2019). The importance of the identification and study of linear enamel hypoplasias lies 
in the demonstration that the individual experienced a period of stress; this can inform on 
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disease, nutrition, and health (Hillson, 2019). This information can then be used to compare 
individuals of the same time period in the collection to possibly identify whether the person lived 
through any of the epidemics Saint Louis experienced. 
Porotic Hyperostosis and Cribra Orbitalia  
Porotic hyperostosis and cribra orbitalia are a result of iron deficiency in the blood that 
can be caused by malnutrition, infectious disease, or scurvy (Robb et al., 2001). Porotic 
hyperostosis and cribra orbitalia are not characteristic of just one disease, but are representative 
symptoms for many diseases (Ortner, 2003). Porotic hyperostosis is located on the skull vault, 
while cribra orbitalia is located on the orbital roof. These changes are more frequently seen in 
subadults, but are sometimes noted in adults (Ortner, 2003).  
Porotic hyperostosis caused by anemia results in thinning of the external lamina, creating 
porosity and resulting in the diploe becoming visible. Changes in anemia levels cause porotic 
hyperostosis and result in the active remodeling that eliminates the external lamina while 
enlarging the cancellous bone (Ortner, 2003). Most often, cribra orbitalia is associated with 
childhood anemia and vitamin C deficiency. Because of the remodeling in the eye orbit, it would 
be a painful experience for the child (Ortner, 2003). This is a marker of socioeconomic status 
because it is primarily caused by malnutrition and vitamin deficiencies.  
Rickets                                                                                                                                                                                                              
         Rickets is a condition brought on by the lack of vitamin D, predisposing individuals to 
poor muscle and bone health (Hanley and Davidson, 2005). Rickets mostly affects infants and 
young children (Ortner, 2003). Vitamin D distribution to infants relies heavily on breast milk but 
also on exposure to sunlight (Pettifor, 2004). Breast milk can, however, lack vitamin D due to 
social and religious cultural practices in addition to environmental conditions (Pettifor, 2004). A 
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lack of vitamin D prevents the body from mineralizing bone protein (Ortner, 2003). Lacking this 
mineralization, a bone cannot support biomechanical function, thus creating deformation of the 
bone (Ortner, 2003).  
Rickets can also impact individuals after skeletal maturity (Ortner, 2003). Following the 
achievement of such maturity, the body will remodel bone as part of natural maintenance or in 
response to traumatic events (Agarwal, 2019). Remodeling removes and replaces bone 
throughout an individual’s life cycle (Gocha et al., 2019). In people with rickets, the remodeling 
of bone will continue but will create a deformity in the bone due to the replacement of 
mineralized bone with unmineralized bone (Ortner, 2003). Rickets is a systemic pathology in 
early childhood and affects and deforms the skeleton but does not directly impact mortality. This 
disease affects people worldwide but is seen in a higher frequency in urban communities with 
little sunlight exposure (Ortner, 2003). 
Spondylolysis 
Spondylolysis is a degenerative form of osteoarthritis (Ortner, 2003). Typically, it 
involves a separation of the vertebral neural arch at the site between the superior and inferior 
articular processes (Larsen, 1997). The defect is normally bilateral and impacts the lumbar 
vertebrae (Larsen, 1997). While spondylosis can be unilaterally expressed, this is not as common 
(Merbs, 1995). It is possible, although rare, for it to impact the cervical and thoracic vertebrae 
(Larsen, 1997). Spondylolysis develops gradually in response to excessive mechanical loads over 
time (Larsen, 1997). It can be painful and make mobility a challenge (Ortner, 2003). Primarily, 
spondylolysis is associated with heavy lifting, and therefore is a marker of socioeconomic status 
(Larsen, 1997). 
Developmental/Degenerative/Genetic Conditions   
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Achondroplasia/Dwarfism 
         Dwarfism is a broad term encompassing disorders that lead to a reduced stature and body 
proportions (Walker, 2012). Severe zinc deficiency has been linked to dwarfism as a general 
cause (Larsen, 1977). Two individuals in this study express dwarfism. The first, from morgue 
records included in The Terry Collection, had diagnosed pituitary dwarfism. Pituitary dwarfism 
is a result of a hormone deficiency that is caused by an underactive pituitary gland (Walker, 
2012).   
         The second individual had a note in the pathology section mentioning dwarfism. 
Achondroplasia is the most common form of congenital short-limbed dwarfism (Scott, 1976). 
This type of dwarfism is present at birth (Kopits, 1979). Characteristics of achondroplasia are 
prominent bossing on the frontal, flattening of the occipital, and bowing in the lower limbs 
(Kopits, 1979). The mean adult height for males with this type of dwarfism is 132 cm, and 123 
cm for females (Scott, 1979). In addition to the visible complications of dwarfism, individuals 
can face numerous health and physical challenges and discrimination throughout their lives that 
includes discrimination (Scott, 1976; Koptis, 1979).  
Diffuse Idiopathic Skeletal Hyperostosis 
         Diffuse idiopathic skeletal hyperostosis (DISH) is commonly linked with age, and may 
result from a high-calorie diet. It is also clinically associated with obesity and diabetes (Walker, 
2012). Identification of this disease is made via the visible production of excessive bone at joint 
margins and the etheses (Ortner, 2003). In the thoracic region, this is limited to the right side 
(Ortner, 2003). A characteristic dripping candle wax of the bone is seen with DISH (White, 
2012). It differs from ossification in its candle-like appearance on infected vertebrae and the fact 
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it spans a minimum of four vertebrae (White, 2012).  This was observed in two individuals in 
this study. 
Hyperostosis Frontalis Interna 
         Hyperostosis frontalis interna (HFI) is a thickening of the frontal bone that is on the 
endocranial surface (Devriendt et al., 2005). The occipital and parietals can also present with 
HFI, but this is not as common (Barber et al., 1997). Age and gender are linked to the appearance 
of HFI in individuals, and there are associated behavioral disturbances (Devriendt et al., 2005). It 
is infrequently found in males but is present most commonly in postmenopausal women (Raikos 
et al., 2011). When compared with modern populations, HFI is rarely found in historical societies 
(Barber et al., 1997; Hershkovitz et al., 1999).  
Attempts to classify and describe the extent of the pathologic condition using radiologic 
methods results in grades 1 through 3 (Raikos et al., 2011). Grade 1 is described by early 
formation of bone in the endocranium. Grade 2 displays bone thickness with the appearance of 
round nodules. Grade 3 is extensive thickness of bone in the endocranium, with irregularly 
shaped nodule patterns (Barber et al., 1997). Histologic methods to establish the severity of HFI 
are classified by three types, A, B, and C (Hershkovitz et al., 1999). Type A is classified by 
single or multiple bony elevations of less than 10 mm in diameter that are located on the frontal 
bone. Type B consists of nodular bony formations that take up less than 25% of the frontal bone. 
Type C is the same as type B, but the percentage is increased to 25%-50%. Nodular bony 
overgrowth is continuous, occupying over 50% of the frontal endocranium (Hershkovitz et al., 
1999). The Terry Collection provided a list of pathologies for each individual. For several 
individuals in this study, HFI was noted and visually confirmed in the examination process. 
Paget’s Disease of Bone 
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       Paget’s disease can impact several bones in the human skeleton. The exact cause of the 
disease is unknown, but it is estimated to be initiated by a virus in a genetically vulnerable 
individual (Ortner, 2003). People who are 40 years of age or older comprise the vast majority of 
diagnosed cases. These individuals account for 90% of the identified cases (Ortner, 2003). Males 
are more likely to be impacted (Ortner, 2003). Pagets’ disease causes a pathologic increase in the 
rate of bone remodeling that can be as much as 20 times higher than normal (Ortner, 2003). 
Poorly organized woven and lamellar bone are created at an excessive rate, resulting in a 
characteristic mosaic pattern (Ortner, 2003). The bones that are most commonly impacted by 
Paget’s disease are the major long bones and, in this study, these were the femur and/or tibia. In 
addition to the femur and tibia, the skull, pelvis, and lumbar vertebrae are common manifestation 
sites of Paget’s disease (Merashli and Jawad, 2015). Identification of Paget’s disease can inform 
on the mobility of the individual. In addition, the possibility of seeing accommodation as a form 
of coping with Paget’s disease in one or more bones.  
Scoliosis 
       Scoliosis is defined as a lateral deviation of the vertebral column located at the 
midsagittal plane (Walker, 2012). Typically, scoliosis will involve two abnormal curvatures, but 
the individual’s skull will be in a vertical position that is close to midline (Walker, 2012). 
Scoliosis is diagnosed using the Cobb’s angle, and it measures 10% or more (Youseff, 2011). 
One individual in this study was diagnosed with scoliosis that can have implications on breathing 
and mobility. 
Infectious Disease 
Syphilis 
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         Syphilis is a bacterial infection that, over time, will leave evidence on human bones. 
Syphilis is introduced to the body through microorganisms that are absorbed through the skin 
and mucus membrane sites (Walker, 2012). Individuals can express these skeletal changes as 
early as two years and as late as ten years after infection (Walker, 2012). Skeletal lesions on 
bone are created as a result of syphilis, but can also present as a general response to infection, 
cancer, or tuberculosis (Walker, 2012). Skeletal lesions are seen on the splanchnocranium, 
parietals, frontal, and tibiae (Walker, 2012). One individual in this study was diagnosed as 
having syphilis.  
Tuberculosis 
Tuberculosis is a chronic infectious disease (Ortner, 2003). When the body recognizes 
tuberculosis, the immune system acts aggressively and can destroy healthy organ tissue (Ortner, 
2003). Tuberculosis destroys bone tissue and is most commonly observed as erosive lesions on 
thoracic and lumbar vertebrae (Larsen, 1997). Tuberculosis is most commonly contracted 
through the respiratory tract, and it takes years to travel through the circulatory system to bone 
(Larsen, 1997). Loss in bone mass caused by tuberculosis may cause vertebral bodies to collapse, 
and this is known as kyphosis (Larsen, 1997). Tuberculosis can result in kyphosis that is 
characterized by an increase in the anterior curvature of the thoracic vertebrae (Walker, 2012). It 
is important to note that kyphosis can also be caused by osteoporosis, osteomalacia, acromegaly, 
multiple myeloma, and other infectious diseases (Ortner, 2003). One individual was diagnosed 
with tuberculosis and it is listed as their cause of death.  
Polio 
         Polio is classified as a viral disease that primarily targets the lower limbs of the infected 
(El-Sayed Khalil, 2010). Polio is an intestinal infection that spreads via person-to-person contact 
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or exposure to contaminated food or water, unwashed hands, or shared objects (Oshinsky, 2005). 
The pathogen enters the body through the mouth and mainly reproduces in the small intestine, 
but can reproduce earlier during ingestion (Oshinsky, 2005). Individuals who survive polio are 
often left using crutches, wheelchairs, breathing devices, and leg braces, and they can suffer 
permanently disfigured limbs (Oshinsky, 2005). Polio can have a long-lasting impact on health 
even 30 or more years post infection (Perry and Fleming, 1985). Polio’s first appearance in the 
United States was in 1894 in Vermont. Epidemics were reported in the states of Massachusetts, 
Minnesota, Ohio, and Wisconsin during the years 1910-1914 (Oshinsky, 2005). Polio was a 
national concern as it swept across the country, which had major societal impacts, as well as 
would have personally affected individuals within St. Louis and those in this research.  
Traumatic Injuries  
         Trauma is important to note when creating a case of care for an individual. Trauma can 
provide information on medical access and medical interventions that were used at the time. It 
can provide clues to determining whether an individual lived in a violent community or had a 
hazardous job (Neri and Lancellotti, 2004). The insights that trauma can provide are crucial to 
step one of the IOC (Tilley, 2019).  
Stress in bone results from the application of one or more of the following types of force: 
tension, compression, torsion or twisting, flexion or bending, and shearing (Ortner, 2003). The 
stress applied can be classified as dynamic or static. Dynamic stress is abrupt, high-stress 
pressure on the bone and static stress is low stress that increases over time until the bone is 
broken (Ortner, 2003). Excessive pressure that occurs in periodic episodes that can be over a 
number of weeks is known as a fatigue or stress fracture (Ortner, 2003). The final trauma type is 
related to pathology, meaning that the bone structure was compromised by a pathologic 
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condition, ultimately resulting in a fracture (Ortner, 2003). The pressure or stress applied in order 
to cause a pathologic fracture can vary and depends on the morphology of the bone (Ortner, 
2003). Knowing the type of fracture can provide insights on accidental versus intentional trauma. 
Notation of healing and alignment of the bone is also important in understanding access to 
medical care (Neri and Lancellotti, 2004).          
Tension Fractures 
Also known as avulsion fractures, tension fractures result from excessive tension 
associated with a tendon that is attached to bone (Ortner, 2003). The fracture causes the tubercle 
or process on the bone connected to a tendon to break off. Dislocation of joints is associated with 
this type of fracture (Ortner, 2003). 
Compression Fractures  
This type of fracture results in a variety of patterns in the bone. The bone is exposed to a 
quick, excessive impact that creates the compression fracture. Compression fractures can be 
found in the spine, but also on joint surfaces (Ortner, 2003). This type of fracture in the skull is 
often surrounded by radiating fractures created by the impact (Ortner, 2003). 
Torsion, Twisting, or Spiral Fractures  
These fractures result from the abnormal rotation of the bone (Schermer, 2004). The 
force applied to the bone is spiral or twisting. Most commonly, this type of fracture is seen in 
long bones (Ortner, 2003). Older individuals who suffer from osteoporosis have increased risk 
for this type of fracture of the proximal femur (Agrawal, 2019).    
Flexion or Bending Fractures  
Abnormal stress when a bone is bent can result in flexion or bending fractures (Ortner, 
2003). An example of this type of fracture is a parry fracture—the result of breaking a fall or 
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defensive action taken by the individual (Smith, 1996). Parry fractures are located midshaft on 
the radius or ulna (Smith, 1996). The stress on the bone results in a transverse separation in the 
bone. It can also create an oblique fracture on the side where the bone is compressed, with a 
transverse fracture on the side of the bending stress. This type of break can also result in a 
triangular bone fragment (Ortner, 2003). 
Shearing Fractures  
When two opposing forces are applied to the bone in slightly different planes, a shearing 
fracture may result (Ortner, 2003). The opposing forces can be a mix of dynamic and static or 
they can both be dynamic in nature (Ortner, 2003). A Colles’ fracture is an example of a shearing 
fracture (Mays, 2006). A Colles’ fracture is the fracture of the distal radius, and is the result of an 
individual trying to break a fall (Mays, 2006). 
Accidental Versus Intentional Trauma         
Determination of accidental and intentional trauma begins with understanding which type 
of fracture is the result of indirect or direct trauma. Breaks that are commonly the result of 
indirect trauma are spiral, oblique, impacted, avulsion, stress or fatigue, and pathologic (Lovell 
and Grauer, 2019). Fractures that result in direct trauma are traverse, penetrating, and 
comminuted. A break in the bone that is located at a point other than the point of impact is 
evidence of indirect trauma (Lovell and Grauer, 2019). Indirect trauma is classified as accidental, 
for example when a person tries to break his or her fall and accidentally injures the bone. Direct 
trauma is classified as accidental or intentional. Fractures such as the parry fracture can be both 
the result of accidental or intentional trauma, depending on the mechanism of injury. One’s own 
bone broken in self-defense would be the result of intentional trauma inflicted on the individual. 
Parry fractures can also be the result of a fall, which would be classified as accidental trauma 
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(Smith, 1996). Fractures should be interpreted along with other osteologic clues in order to 
hypothesize between accidental trauma or intentional. It is also helpful to find individuals who 
are a part of the same socioeconomic status group for comparison in trauma for increased 
confidence in classification (White et al., 2012).  
         Healing of fractures varies by location of the fracture, but also by medical care applied 
with accommodations to promote healing (Neri and Lancellotti, 2004). Additional healing 
factors include the type of bone involved, type of fracture, and the age of the individual (Lovell 
and Grauer, 2019). Healing begins at 3-4 weeks, but can take more than a year to remodel and 
fully heal (Marsell and Einhom, 2012). The healing of fractures and whether the bone fragments 
were properly aligned provides information on the individual’s access to medical care. This can 
also inform on the occupation and status of the individual. The individual would need time to 
heal but, if he or she could not take the time to recover, this can be a clue in understanding the 
socioeconomic status of the individual (Neri and Lancelotti, 2004). 
The insights gained from the examination of trauma are applied in the first step of the 
IOC. Determination of accidental or intentional trauma provides insight on medical access, 
medical interventions applied to the injury and, finally, it can provide clues to determining 
whether an individual worked a hazardous job or lived in a community with violence (Neri and 
Lancellotti, 2004). Traumatic injuries could also be a result of living in a community with 
unpaved streets and poor sewage, creating falling and slipping hazards. Trauma provides much 
insight needed for step one, which requires documentation of cultural, social, economic, 
environmental, and mortuary contexts (Tilley, 2019). 
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Materials and Methods 
Materials 
 This research will employ the index of care (IOC) on a modern assemblage of eight 
individuals from The Terry Collection. The Smithsonian provided access to the collection from 
7/22/2019 until 8/2/2019. Out of the 1,728 individuals, only 109 were possible candidates for the 
project. Data were collected from 24 individuals but, due to time constraints of the thesis, eight 
individuals were selected from that pool.  
Data Collection   
 Each individual was retrieved from the storage space. The short time period to collect 
data created the idea for my collection packet. The individual would be laid out on top of foam 
on a table. All of the skeletal elements and anything else in the boxes would be catalogued for 
presence or absence. This would be done on the first page of the six-page packet. This section 
will go page by page of the packet and explain how data were collected.  
On page one, the identification number for the individual is placed in the top-left corner 
and in the middle. Camera numbers would be recorded for pictures taken and then the desktop 
folder number. The folder would contain pictures of the individual bones and pictures of the 
completed data packet. The first page details the inventory by category. The categories were split 
into cranial, scapula/clavicle/sternum, vertebrae/ribs, os coxae/sacrum/coccyx, long bones, 
hands, feet, and, finally, a section for the hyoid. 
The second page has three categories: age, sex, ancestry, and stature. Age, sex, and 
ancestry were provided by the morgue records (Niovi etl al., 2016). Age was split into three 
categories: young adult aged 20-35 years, middle adult aged 35-40 years, and then old adult aged 
50-plus years. Ancestry was circled based on the morgue records. The database by Nivoli et al. 
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(2016) includes an autopsy stature and weight. I then took the long bone measurements of the 
humerus, radius, ulna, femur, tibia, and fibula. The measurements were then compared with the 
Bass (2005, pp 22-27) measurements to estimate stature by sex and ancestry.  
Page three is a reference page of how to correctly measure the bones, and was taken from 
the book, Human Osteology: A Laboratory and Field Manual (2005). In addition to the pictures, 
the space was used to write down all information from the database about that individual. Year 
of birth, age, year of death, cause of death, cause of death duration, pathologic conditions, state 
of birth, occupation, marital status, and other miscellaneous notes (Niovi et al., 2016).  
The fourth page is titled, “Trauma.” All observations were described and detailed with a 
photo number by it. A scale was created to provide a numerical value. If the fracture was not 
healed, it would be a 0. Scores of 1 indicate partial healing or any signs of healing. A fully 
healed fracture was given a 2. Scoring for alignment in a broken bone was also recorded using 
the numbers 0-2. No alignment is 0, 1 is healed with partial alignment, and a score of 2 means 
the fracture was healed and fully aligned. The rest of the page was composed of questions about 
trauma on the cranium, with room to score. Long bones, carpals, tarsals, and phalanges were in 
the next group. After scoring the previous skeletal elements, the next grouping included the ribs, 
vertebrae, sternum, clavicle, and scapula. The last question on the page specifically asked about 
the os coxae, sacrum, and coccyx. Each question had space below for description of the fracture 
and which bone was involved, along with scoring.  
Next, page 5 focuses on the presence or absence of cribra orbitalia and porotic 
hyperostosis. These are yes or no questions, with a line for comments. Linear hypoplasia was a 
yes or no question. The section below linear hypoplasia provides space to note which teeth 
exhibit this condition, and then a tooth count for the maxilla and mandible. Dental caries sections 
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have a space for total, and then total in the mandible and maxilla. Periostitis is a yes or no with 
space for description below. Porosity and osteophytic lipping follow the yes or no format, with 
space for descriptions.  
Page six is a largely open space titled, “General Observation.” The note is listed as “All 
observations should be described and photographed with picture number included. Use exact 
location/terms so that, when you look over your notes, you have accurate details.” Then open 
space. All of the packets were printed single-sided to provide extra paper on which to take notes, 
if needed.  
In total, there were 100 packets printed on premium paper to handle wear and tear from 
data collection to being used for the IOC.   
The Index of Care 
The IOC was created by Lorna Tilley to facilitate the growth of the bioarchaeology of 
care field (Tilley 2016). Additionally, Tilley created a website that provides information and a 
user portal to save active cases (Tilley 2019). Users of the website can create a login and access 
step-by-step on-screen prompts to complete a potential case. The models of care will be 
completed from the generated website worksheets on www.indexofcare.org to ensure that all 
four steps are thoroughly conducted. 
         Step 1 is describe, diagnose, document. Description of the remains along with any 
evidence of pathology. List all possible diseases that are associated with the pathology present as 
part of the diagnostic component of the step. Document the cultural, social, economic, 
environmental, and mortuary context for each individual. 
         Step 2 is to determine possible disability based on modern clinical and cultural data. 
Identification of the clinical implications of the possible disease associated with the pathology is 
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first. Once the clinical implications have been identified, the functional impact on daily life must 
be listed. The final part to step 2 is to determine whether the individual required care due to the 
functional impact. Care is described as needing direct support and/or accommodation. 
Answering “no” to the last part of step two ends the bioarchaeology of care analysis. When the 
answer is “yes,” a construction of a model of care is the next step. 
Step 3 requires an elaboration with additional information on the care required. Basic 
elements of care, length of care required, resource requirements, availability of resources, and an 
estimation of the costs associated with the care provided are required for the completion of step 
3. 
Step 4 is interpretation based on evidence collected through historical documents and 
modern clinical data. Expanding on step 3, the goal is to provide insights into social relations, 
practice and organization, and group and individual identity. Steps 1 through 4 are completed for 
each individual case (Tilley 2019). 
Calculations and Prices 
 The prices listed in the IOC models were located in publications by the United States 
Bureau of Labor Statistics (1929a, 1929b, 1930, 1934a, 1934b, 1935, 1941, 1956, and 1962). 
Some publications were more detailed in using Saint Louis establishments to generate an annual 
average. National averages were substituted when prices specific to Saint Louis were not 
available, and these will be noted in the results. All prices are adjusted for inflation using Ian 
Webster’s (2020) inflation calculator for the years 1800-2020. All prices listed in the model of 
care have a correlated price in 2020.  
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Saint Louis from 1840-1959 
Step one of Lorna Tilley’s index of care (IOC) method (2019) requires information on the 
social, cultural, economic, environmental, and mortuary contexts in which the individual lived. 
After completing a pilot study, the decision was made to use the year of death for the model of 
care. The prices in the models are all from the individual’s death year in order to prevent the 
results from cataloging all the contextual information per decade in which he or she lived. This 
chapter is part of step 1 performed for all individuals. The timeline of 1840-1959 is the earliest 
year of birth to the latest death in the data set. This chapter will provide a snapshot of Saint Louis 
for each decade, creating a more detailed framework for the model of care.  
Weather Information 
 Tilley’s model asks for general weather information the individual would have been 
faced with. The events and conditions noted below would have influenced all of the occupants of 
the city, and most notably those with disability, by making movement harder, potentially 
affecting jobs and wages, limiting the supply of necessary goods, and a variety of other issues. 
Things like floods, tornadoes, and ice storms are things that a healthy individual may find 
inconvenient and a struggle, but for those with disabilities and health issues, these events may 
have been nearly insurmountable and are therefore included here to better understand how 
weather events would have affected their lives.  
Saint Louis has an average of 200 sunny days per year, with approximately 105 days of 
precipitation. Snow, rain, sleet, and sometimes hail are known to occur. The rainfall averages 42 
inches per year, with snow accounting for 16 inches. Summers can be hot, with an average high 
of 89. Winter lows can be 23 degrees or lower (National Weather Service, 2020; The Old 
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Farmer’s Almanac). Saint Louis is along the Mississippi River, and heavy rains can cause 
flooding.  
 Notable weather events that have occurred in Saint Louis have been recorded in the 
1900s by the Missouri Climate Center (2020). In 1901, Missouri experienced heat and drought, 
making it the second driest year on record. In 1924, there was a severe ice storm consisting of 
rain, sleet, and snow. The storm lasted 3 days, leaving behind a layer of ice that would take 
weeks to melt. On September 29, 1927, a tornado struck the city of Saint Louis, resulting in the 
death of 72 people and causing millions of dollars in damage (Missouri Climate Center, 2020). 
The Dust Bowl years brought intense heat and drought to the whole state in the 1930s-1940s. On 
Christmas Eve in 1951, an ice storm wreaked havoc on the transportation system. Also in 1951, 
there were five floods in total. On the Missouri River, there were two floods, while the 
Mississippi River flooded three times, costing the state billions (Missouri Climate Center, 2020). 
Weather information is important to note as it can affect one’s health and the economy, which in 
turn can adversely affect all local inhabitants. Severe weather can abruptly stop businesses from 
opening and create health hazards for those that live there. 
Mortuary Practices 
In the 1800s to 1849, funerals began to change from a private family matter in the home 
to a professional business. In the beginning of the century, it was customary to lay out the family 
members in the home (Wood and Williamson, 2003). They would be watched for a minimum of 
24 hours to keep away animal scavengers (Roedigar, 1981). Watching the deceased family 
member also served to assure the family that he or she was dead; it is where the term “wake” 
originated. It has been documented that people have emerged from a deep sleep when their loved 
ones thought they were dead (NMFH, 2020; Roedigar, 1981). The casket would be surrounded 
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by floral arrangements that got more extravagant over time. Black ribbons would adorn the front 
door, notifying the neighborhood of a death in the house (Thursby, 2006). Social pressure would 
dictate the behavior of the family and the funeral services.  
Social pressure when added to grief can impact mental health. Closely timed deaths of 
loved ones can create an interruption of grief, this phenomenon is called bereavement overload. 
Bereavement overload can cause a decline in mental health and, in more extreme cases, can 
produce physical symptoms (Hayslip and Hansson, 2003). Coping with the death of a loved one 
is rooted in cultural norms. A grieving spouse’s mental health in the first year after losing his or 
her spouse could be summarized by a decline in mental health, creating anxiety, depression, or 
other mental illnesses. In addition, if the surviving spouse becomes the sole provider for the 
family, this can exacerbate mental health decline (Fontana and Keene, 2009). The African-
American view of death was changed by the experience of slavery. Slavery transformed death 
from an enemy to a partner that led the way to an improved new life (Bryant and More III, 
2003). Individuals included in the data set have European and African-American ancestry. 
Those persons included in this study are unique because of the known ancestry, age, 
cause of death, stature taken at autopsy, occupation, and medical history, in comparison to other 
studies that have utilized the IOC. The cadavers were obtained from local Saint Louis hospitals 
and institutional morgues (de la Cova, 2012). A small portion of the collection is from other 
institutions throughout the state of Missouri (Hunt and Albanses, 2005). Most of the individuals 
were not claimed by relatives at local morgues and became property of the state (de la Cova, 
2012). This collection comprises people who were from a lower socioeconomic status in Saint 
Louis or the state of Missouri (Hunt and Albanese, 2005).  
  39 
One example of funerary practices at the time is provided by an individual in The Terry 
Collection known as FS1124. Although FS1124 was not used in the current study, she provides 
morgue records with information on preservation, embalming, and storage (Niovi et al., 2016). 
Knowledge of the facilities’ protocols is invaluable to the study because it details methods used 
to embalm and preserve a body. In the 19th and early 20th century, embalming fluid contained 
arsenic. After the early years of the 20th century, arsenic was replaced by formaldehyde. 
Formaldehyde was discovered by a German chemist in 1869. The first human trial of this new 
discovery was in 1899. In 1906-1910, formaldehyde was used by the majority of the profession 
(Bonner et al., 2012). FS1124 died on 4/21/1949 and was transported to the morgue on 
4/28/1949. On the 29th, FS1124 was embalmed using formula through the right carotid artery, 
with 6 liters given at the pressure of 8 kg. The preservatives used were Formalin at 6 ounces, 
with a mixture of unknown substance at 6 liters with pressure of 8 kg. The body was put in 
storage on 4/29/1949 and removed from storage on 9/12/49 (Niovi et al., 2016). 
1840 
Saint Louis in the 1840s was rapidly expanding. The city quickly established a rival port 
to New Orleans as a new way for steamboats to take a river route rather than an ocean route 
while transporting goods (Levine, 1993). The city in 1841 expanded, growing almost seven times 
the size of the previous city limits (Sandweiss, 2001). In addition to the expansion of rural 
farmers seeking to move to the city for job opportunities, there was another large group of people 
who entered the city’s landscape (Nystrom, 2014). German immigrants started arriving in Saint 
Louis as early as 1833 but, in the 1840s, even larger numbers came to the city, fleeing revolution 
in their home country (City of Saint Louis, 2011). The next group of immigrants arriving in Saint 
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Louis were the Irish. They fled Ireland due to famine during 1845 to 1846, and a failed political 
uprising in 1848 (Taylor, 2004). Immigrants were poor upon their arrival in Saint Louis.  
The wealthy lived on the outskirts of the city, but the wealthy neighborhoods would 
eventually move as the city landscape changed. Wealth and power in the city were unequally 
distributed. Wealth traveled down family lineages that dated back to Creole families who lived in 
the city before it was established by the American government (Sandweiss, 2001). French 
influence left a mark on the city. Early schools in Saint Louis were not free, and lessons were 
given in French (Primm, 1998). Public education funded through taxation of residents began in 
1838. In 1841, in addition to the north and south schoolhouses, a third school was built but 
required students to pay fees (Primm, 1998). Saint Louis has a long history of racial and nativist 
tensions (Baumann et al., 2011). On Saint Louis University grounds in 1844, violence broke out 
between the native Saint Louisans and the naturalized immigrant citizens. This was a minor 
nativist skirmish compared with later clashes.  
The city had little to no infrastructure in the 1840s. Trash was thrown out in the streets, 
drainage was poor, and sinkholes were common (Colten, 1990; Primm, 1998). The rapid increase 
in population density brought many problems. An epidemic swept the city as a result of a 
population density in the winter of 1848 and summer of 1849. Immigrants from steamboats were 
bringing cholera and spreading it throughout the city, killing approximately 5,000 people 
(Brewer, 1975). In 1849, twenty-three steamboats transporting immigrants and twenty city 
blocks were consumed by a riverside fire (Sandweiss, 2001). Tensions were high between the 
immigrants and the citizens of Saint Louis. In 1849, a nativist mob attacked immigrants at their 
homes.  
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The city took action after the cholera epidemics and the fire. A solution to the cholera 
problem was to build a sewer system to drain sinkholes and remove waste from the city (Brewer, 
1975; Sandweiss, 2001). Streets at this time were in poor condition, and the city took a stance in 
an attempt to improve them. Improvements in Saint Louis were not, however, limited to 
infrastructure, because the end of the 1840s saw a new anesthetic, chloroform, become available 
(Dary, 2008). In this decade rapid expansion of the city and poor infrastructure would impact the 
lives of those living in Saint Louis. The impacts could be health related in the example of the 
cholera epidemic. Poor sewage and waste disposal would create not only health hazards but also 
slick walking surfaces, which would have affected those with disabilities (notably trouble with 
walking) deeply.   
1850 
Nativists followed the 1849 riot with a third riot in 1852. Nativists alleged they were 
attacked by German immigrants during a vote. German immigrants believed they were being 
discriminated against because of their ancestry and wealth (Primm, 1998; National Park Service 
2015). In 1850, the German population was 25% of the overall population of the city (Sandweiss, 
2001). Strong in numbers and sense of community in their Sourlard neighborhood, they were 
nonetheless considered lower class by others in the city (Taylor, 2004). The Irish immigrants 
were involved in the skirmishes, but not to the same extent. In 1850, Irish immigrants made up 
18% of the city’s population (Sandweiss, 2001; National Park Service, 2015).  
Saint Louis citizens had a brewing problem with immigrants and slavery, and it did not 
matter with which side a person identified. In 1854, an election was held, with one of the 
candidates being supported by many newly naturalized Irish and German citizens (Olson, 1970). 
This time, the nativists attacked the immigrants at the voting station that was on Irish-owned 
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land. The fight expanded to include thousands of people taking part in the riot. Nativists unhappy 
with the retreat of their foe turned to destroying property associated with immigrant 
communities. It was so bad that the police, in addition to a local militia, had to be utilized to 
break up the violence. At the end of the riot, 10 people were killed, 33 people were injured, and 
over 90 buildings were vandalized. It left an impact on the city of Saint Louis in that no future 
polling would go unregulated (Primm, 1998). 
 These clashes and the financial blows related to the fire, along with the city’s link to 
slavery, would impact economic growth. Attempting to attract investors, state bonds were sold in 
New York to bring in financial relief (Levine, 1993). Initially, Saint Louis interested investors 
because of how it was growing to rival cities of the east coast, but it was not meant to be. The 
economy in the 1850s was heavily influenced by participating in slave trading and slaveholding, 
turning away many potential investors. Saint Louis and its citizens had a world view that was 
influenced by slavery; it was ingrained in the city’s history (Sandweiss, 2001; Taylor, 2004). 
Eastern investors were influenced by predictions that slavery would unfavorably impact 
economic growth (Levine, 1993).  
The city of Saint Louis had many internal struggles from the influx of immigrants. 
Tensions regarding the issue of slavery that could have contributed to incidents of violence. 
Individuals in this study would have been impacted by the influx of immigrants as they brought 
disease but also brought changes to the economy. The individuals in this study would have to 
fight for a job. These individuals were of low socioeconomic status and all experienced an injury 
or lifelong condition that required care. Competition with new immigrants brough nativist 
movements and that can evidence for the struggling lower class coping with an influx of cheaper 
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laborers. Adding the complexity of disability to these already difficult positions the individuals 
were in could have made it harder to secure work and pay for living expenses.  
1860 
In Saint Louis, the American Civil War started on April 17, 1861, with word from 
President Lincoln to gather forces. The force of men gathered in the city was 4,000 strong. The 
majority of troops was German-American, with only 100 members who were not (Arenson, 
2011). German immigrants held strong anti-slavery beliefs (Baumann et al., 2008). On May 10, 
1861, a home guard of 8,000 men, consisting of a large population of German-Americans, 
surrounded Camp Jackson awaiting battle. At first, there were but a few onlookers. By the time 
of the secessionists’ surrender, the streets were packed with citizens who came to watch. The 
Camp Jackson affair marked the first fatalities in Missouri. While the Union flag was rising to 
the top of the flagpole, a gun discharged from the crowd. Panicked ensued, with no one knowing 
the origin of the gunfire. People reacted by randomly shooting anyone as mass confusion took 
over. After a few minutes, calm was restored, but the damage was done (Arenson, 2011). Three 
members of the state militia were among the dead. Two dozen members of the crowd were 
killed, with a number of those individuals being teenagers. In addition, more than two dozen 
were wounded, some passing away from their injuries weeks after the skirmish (Arenson, 2011).  
During the Civil War, the city was divided in two (Sandweiss, 2001). Twenty thousand 
citizens of Saint Louis marched with arms for one side or the other. In terms of the Civil War, 
the only battle that Saint Louis citizens were worried about was their ability to stay quiet and 
neutral. Even though only one skirmish was fought, the war was still present in the culture. 
Throughout the war, Saint Louis was ready to fight at all times, but they were fortunate to never 
see another skirmish (Arenson, 2011).   
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The Civil War officially ended on April 9th, 1865. Its effects took a tremendous toll on 
the nation. Approximately 620,000 men died, leaving behind widows and children. Translated to 
today’s population, this would be around six million dead (Digirolamo, 2002; Fontana and 
Keene, 2009). Confederate forces were driven out of the state by an African-American militia 
group put together by the governor to protect the state (Gerties, 2009). The African-American 
experience in Saint Louis during wartime could be summarized by the word fear. The fear of 
being arrested and imprisoned under the suspicion of being a runaway slave was compounded by 
the fear of being arrested and imprisoned on the suspicion of being a fugitive slave. Exposure to 
either army was risky due to such factors as violence, rape, sexual exploitation, and physical 
abuse (Romeo, 2016). Refugees of the war, along with African-Americans escaping slavery, 
faced crowded conditions, food shortages, and disease. Once the war was over, the transition 
from slavery to freedom began. African-Americans had to reclaim their freedom through 
regaining ownership of their bodies (Romeo, 2016). 
While the city tried to regain control and order after the war, they also took the 
opportunity to turn towards medical practices. Physicians were largely unregulated, and many 
did not have a medical degree or proper training. In response to the largely unregulated medical 
field, Missouri, in the late 1860s, tried regulation through licensing (Burnham, 1971). During the 
Civil War, the city’s infrastructure had been neglected. This neglect may have contributed to the 
outbreak of cholera and typhoid fever that swept through the city neighborhoods in 1886 
(Primm, 1998).  
Individuals from this study who lived during this era had to cope with a civil war and the 
violence that came along with it. Exposure to either army brought risks of bodily harm in battle 
but also to the individuals living in the surrounding areas. Rape, physical abuse, sexual 
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exploitation, and general violence was the risks individuals faced daily. African-Americans had 
to worry about being captured after escaping slavery and finding a way to support themselves. 
The fear of being captured for the free African Americans was a powerful force in their lives. In 
addition, those around the violence or members of either military could have feared for their 
safety. Constant vigilance could have taken its toll after living in fear from all of the above, 
which would have been compounded by daily need for assistance and care.  
1870 
In the beginning of the 1870s, the city began to recover from the previous decade. 
Passage of the Naturalization Act in 1870 made citizenship no longer exclusive towards 
European-Americans. This act meant that African-Americans could also claim legal citizenship 
(Olzak and Shanaha, 2003). During this decade, 90% of Americans older than the age of 15 had 
lost a family member (Digiralamo, 2002). Therefore, many fraternal organizations, church 
groups, and neighborhood groups would band together and support each other.  
African-American fraternal organizations have existed since the 1800s. These groups do 
not have documentation beginning in the 1870s, but they existed in large numbers. African-
American fraternal lodges were built by the members, with these groups being open to males and 
females. Coming together to take care of each other in times of need, African-American groups 
were heavily involved in helping their members with public education and community service. 
Groups like these were made to support their community from the 1800s through slavery and 
civil rights movements (Skocpol and Oser, 2004). African-Americans in 1879 traveled through 
Saint Louis to Kansas, with some stopping to settle in Saint Louis (Baumann et al., 2011). This 
mass migration is viewed by historians as a possible continuation of the migration after the Civil 
War (Gerties, 2009). Exodusters was the term that people used to describe the movement. The 
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term comes from a Bible story that focused on oppression (Jack, 2017). Population once again 
increased in the city, and the worn-down infrastructure sorely needed attention.  
After the influx of people and the epidemics that broke out in the 1880s, the city aimed to 
create sanitary, water, and pollution regulations. The quality of water in the city was poor, 
because citizens would dump their waste onto the street or into the river (Sandweiss, 2001). 
Road conditions were horrible, with many sinkholes and potholes, and some roads simply fell 
apart. In 1874, steamrollers were used to pave streets using asphalt (Sandweiss, 2001). The city 
looked like it was recovering from the war and, once again, eyes would be on Saint Louis, 
watching closely.  
The city was known to have a thriving red-light district that employed many women. In 
1870, the attention turned to hygiene of the sex workers in the city, sparking a national debate 
(Burnham, 1971). In response to the debate, the city attempted to regulate prostitution in 1870 to 
1874 (Baumann et al., 2011). Saint Louis became a social experiment to see whether the 
government could regulate this market. It was mandated that all sex workers be inspected for 
disease. If they were found to have a disease, they were put into a quarantine to prevent the 
infection of more citizens (Burnham, 1971). The city council would pass the “Social Evil 
Ordinance” to combat perceived threats to the city caused by sex work (Burnham, 1971). This 
ordinance would be evaluated numerous times before being overturned in 1874. Some women 
would rent rooms to sex workers to support themselves or their family, and many brothels looked 
like regular residential houses (Sandweiss, 2001).  
Economically, the city and nation were not doing well. After the financial panic of 1873, 
many companies went bankrupt. Strikes took place due to long hours and low wages (Gersman, 
1969). In the latter part of the 1870s, citizens of Saint Louis began to get frustrated with the 
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railroad companies and the fact that they were not getting paid. In 1877, railroad workers began 
to strike, spreading throughout the city. The labor unrest was violent and heavily affected Saint 
Louis (Sandweiss, 2001). With police not making an effort to suppress the strikes, a hired militia 
stepped in. The militia, which was hired by the wealthy upper class citizens, clashed with those 
striking. Once the militia was brought in, the strike ended within four days. More than a dozen 
people were killed and many others were arrested (Spencer, 2000; Sandweiss, 2001).  
The 1870’s was a decade of change in St. Louis. Many migrated through the city, and 
many made it their home. Throughout this influx, the city became overrun with labor issues and 
sanitation problems. Health hazards were created through the poor city infrastructure. The 
limited job market would have to grow and adapt to the influx of people. Individuals in this study 
who were alive at this time had to find work within such a large pool of competition. Individuals 
who were coping with disabilities would have a harder time securing a job. An example of a 
potential struggle would be individuals with limited mobility or stature being unable to complete 
the tasks expected of them. The individuals that required accommodations for jobs and to finish 
work could have been overlooked. Companies could have found an individual who did not 
require accommodations and would work for cheaper or longer. Individuals in this study needed 
to work to be able to pay for care but also for average living expenses, therefore this competition 
would have hit them the hardest and led to ongoing issues.  
1880 
Saint Louis in the 1880s saw a boom in industry (Olsen, 1970). Saint Louis was known 
for its breweries, brewer’s supplies, and brewing machinery. Processing tobacco was also a large 
industry in Saint Louis. The city also produced large quantities of building materials, such as 
bricks and iron. Pollution levels due to industry left the air hard to breathe (Sandwiess, 2001). 
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Improvements to lighting in the home were made in this decade. Candlelight was no longer the 
primary method for lighting a room, since it was rapidly being replaced by oil or gas lamps. The 
super-wealthy were slowly getting electricity in their homes. Interestingly, in 1880s Saint Louis, 
it was hard to find your way around if you were not a local, because street signs were not 
installed until 1896 (Olsen, 1970). These improvements to the city gradually began attracting 
immigrants.  
Immigrants and the juvenile labor force grew in the 1880s through 1890s, with 11 million 
immigrants entering the country during this time. These new immigrants were mostly of Italian 
and Jewish ancestry. The juvenile labor force was made up primarily of children aged 6 to 15 
years (Digirolamo, 2002). Numerous labor strikes were recorded throughout the decade, 
involving striking for better hours and wages in various industries (Simmonds and Mcennnis, 
1886).  
Scientific and medical improvements emerged from 1878 to 1884. Now, scientists could 
identify what caused malaria, typhoid, cholera, tuberculosis, and more. Sadly, the identification 
of the causes did not result in cures. Physicians used morphine and digitalis to relieve severe 
pain. Aspirin would be used for less severe pain (Shortt, 1983).  
Overall, the 1880’s saw growth in immigrant arrival, industry, and pollution. The 
numerous labor strikes would have many out of work possibly causing strife. Medical 
improvements also happened during this time, identifying different diseases, which may have 
allowed for better care of those individuals in this study, although the costs of such items may 
have still be out of their reach. The individuals in this study were already disadvantaged from 
being in a lower socioeconomic group or due to their ancestral background. Finding jobs that 
would accept them due to their ancestral background would be difficult enough as the labor force 
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grew. Individuals who had limitations placed on them due to their pathological condition could 
have required accommodations to complete work. The boom in industry brought many 
immigrants and people from the suburbs making labor cheaper with more people to fill the 
positions. This would be a simpler solution than accommodating an individual with dwarfism 
who may have needed a custom work space to be able to complete the task, for example. 
Therefore, meeting their basic needs through work would have been a struggle for those 
individuals living at this time, compounded by the need for care and aid due to disability.   
1890 
In the beginning of the 1890s, Saint Louis had a flourishing public school system that 
drew national attention as a result of the quality of the teachers (Pittman, 2010). Innovation in 
science was happening, as well, and the diphtheria antitoxin was introduced in this decade 
(Warner, 1991). Manufacturing businesses continued to result in poor air quality during the 
1890s. Factory work was considered dangerous due to working long hours in workrooms with 
poor ventilation. Toxic chemicals and dangerous machinery further added to the risk of working 
in factories (Baumann et al., 2011). Air pollution was just one of the many forms of pollution. 
Individuals who lived around the industrial buildings would experience noise pollution. This 
created a loud and dirty city, with horrible smells coming from trash dumped in the river or in 
alleys (Primm, 1998). Moreover, the brick business was contributing heavily to the pollution. In 
1892, a grand total of 300 million bricks were made (Sandweiss, 2001). 
Natural disasters created destruction in several parts of the city. Saint Louis was already 
battling sinkholes in the streets and trash piling up in the river; a natural disaster would only add 
to the deteriorating infrastructure. A devastating tornado in May of 1896 swept through the city 
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and killed 255 people, while destroying many homes. It was a category F4 tornado, and remains 
one of the deadliest tornadoes in American history (Primm, 1998; National Weather Service).   
It was at the end of this century that funerals became more public and focused on making 
money. Funerals went from being held in the house to being held in a funeral home with an 
elaborate display. Undertakers were called to prepare the body for viewing and transportation to 
the funeral home. A socially acceptable funeral would include a hearse, an opulent wood casket, 
floral arrangements, and funeral dress for the deceased and the family (Digirolamo, 2002). 
Moving into the 20th century, the funeral became a commercialized process.  
The 1890’s showed growth in school systems and science. Manufacturing businesses 
were still, however, creating air and noise pollution and health hazards by dumping trash into 
rivers and alleys. In 1896, when the tornado destroyed so many homes and lives, shifts could 
have changed how many have lived to account for such potential disasters. During this decade, 
funeral homes became trendy and accessible to those with money, which brought the funerals 
outside of personal homes. Funerals were becoming a display of wealth and burial plots were 
determined by your ancestral background. These individuals in this study could not afford a 
proper funeral or had no family in the area to claim them. State officials eventually donated the 
remains of the individual to the Terry Collection so the state would not have to pay burial fees, 
further demonstrating the disparity for these individuals.  
Individuals in this study who lived through the 1890’s saw social change with how the 
dead were treated. Sink holes in city streets were an every day hazard for these individuals and 
could make walking along the road a dangerous activity. Individuals at this time would have to 
cope with the pollution created by the booming manufacturing business. Trash lined the streets 
making them difficult to traverse for an able-bodied person, therefore those in this study could 
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have seen walking around as a daunting or even an impossible task. Tornados and floods would 
litter the city with debris creating more damage to the roads or even blocking access to streets. 
This would impact these individuals in this study by having to traverse unsafe pathways, cope 
with damage to places of work or their homes, and create a breeding ground for disease carrying 
pests.  
1900 
In 1900, the US Census reported that Saint Louis was America’s fourth-largest city 
(Sandweiss, 2001). In the years 1900-1902, life expectancy was listed as 49.25 years (Fontana 
and Keene, 2009). In 1900, the two leading causes of death were tuberculosis and pneumonia 
combined with the flu (Fontana and Keene, 2009). In May of 1900, the streetcar strike began and 
lasted until September of that year. Workers striked as a result of long hours and low wages. 
More than 200 were injured and 14 were killed during this strike (Arenson, 2011; Prim, 1998; 
Sandweiss, 2001).   
 The US Census information from 1900 reported that African-American occupations 
were domestic servants, firemen, day laborers, laundresses, porters, or teamsters (Baumann et al., 
2008). African-Americans in the year of 1901 represented 6% of the city’s population, or 36,000 
people. Around this time, Saint Louis was the epicenter for ragtime music. Musicians would 
travel and book gigs in venues that surrounded two African-American neighborhoods (Baumann 
et al., 2011). The popular music genre was a huge hit in the city.  
It was an exciting time in Saint Louis because the World’s Fair and the Winter Olympics 
were going to be held in the city. In preparation for these events, the city voted on October 22, 
1901 to approve a city clean-up plan. The World’s Fair that was titled, “Louisiana Purchase 
Exposition,” was supposed to be held in 1903 (Sandweiss, 2001).  
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Unfortunately, in 1903, the Mississippi River flooded, damaging major manufacturing 
businesses along the river. The flood resulted in businesses being closed for a minimum of 15 
days (Colten, 1990). Once things were back to normal, Saint Louis continued to be a 
manufacturing powerhouse. A single company in 1904 would produce 300 million bricks 
(Sandweiss, 2001).  
In regard to disease, until 1909, there was no method to diagnose syphilis (Baumann et 
al., 2011). The Wasserman test for syphilis was announced in 1906, but not put into practice until 
several years later (Burnham, 1971). In this study one individual was listed as having syphilis in 
their morgue record.  
Individuals in this study that lived through the first decade of the 20th century saw many 
developments. The city began to clean up to prepare for the visitors from all over America. City 
beautification would assist in creating a way to manage pollution, creating safer air to breathe. 
City streets were cleaned up, making them less hazardous than before when trash occupied the 
streets. In addition to clear walkways, the improvement in sewage management could have 
limited potential breeding grounds for disease carrying pests. This could improve the health of 
the individuals in this study by having less of a chance to contract a disease. It would also make 
it easier for those in this study with mobility problems. The less trash and debris would mean less 
hazards to traverse. Cleaner streets could have created less risks for these individuals who had 
mobility issues. Finally, the development of a test for syphilis would in the following years 
provide a diagnosis for individual. Development of treatments for syphilis could have increased 
chances of survival, minimizing related conditions in individuals who could afford treatment.  
1910 
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The 1910s were when the increasingly popular ragtime music was played in saloons, 
gambling halls, and brothels. It was gaining popularity and attention from outsiders due to its 
connection with the red-light district. Women working outside of the sex industry would earn 
weekly wages below $6.00 (today’s dollars: $142.00) (Baumann et al., 2011). Therefore, it made 
sense for women to turn to prostitution as a career option. It paid more and had better working 
conditions than factory jobs. Ragtime music and its association with prostitution and African-
Americans created even more tension in the city.  
In 1916, the city of Saint Louis passed a segregation ordinance. This was the nation’s 
first segregation ordinance passed via popular vote (Sandweiss, 2001). The ordinance prohibited 
housing purchases by African-Americans if the makeup of the neighborhood was 75% European-
American (Baumann et al., 2011). A year later, in 1917, east Saint Louis witnessed one of the 
worst race riots in American history. European-American mobs entered African-American 
communities, setting fires to homes and businesses. As a direct result of these actions, 6,000 
people were displaced and left without a home (Baumann et al., 2011; Ervin et al., 2015). This 
was not the only tension in the city, as fears of immigrants was growing stronger. During the 
same year of the riots, the Immigration Act was passed, making the immigration process harder 
for those who were illiterate (Kinney, 2010).  
This decade saw the beginning and end of the first World War (Lixin, 2010). 
Amendments to the Constitution that addressed prohibition and women’s suffrage were made 
(Baumann et al., 2011). In addition to the World War and Constitutional amendments, a 
pandemic had been spreading globally, landing on American soil in 1918. The Spanish influenza 
was infecting thousands, but Americans did not seem to take it seriously until it was infecting 
large numbers of people and creating a pandemic (Crosby, 2001). Sweeping the nation, the 
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pandemic killed between 50 and 100 million people (Fontana and Keene, 2009). Life expectancy 
from 1919 to 1921 was only 56.4 years (Fontana and Keene, 2009).  
In the 1910’s, the popularity of ragtime music led to it being played in gambling halls, 
saloons, and brothels. Women were turning to prostitution because they found that doing so 
earned them more money than factory jobs. The combination of ragtime music and prostitution 
caused tension. In the later part of the decade where the segregation ordinance passed and even 
later the worst race riots occurring displaced and left thousands without a home. The African 
Americans in this study could have been displaced in this time period. Displacement was a result 
of the tensions in the city, but the individuals would have also struggled to rebuild burnt or 
damaged homes. Jobs for immigrants and African Americans were difficult to come by with 
unequal pay. The individuals in this study would struggle against the attitudes of the city at the 
time, but also have to cope with their disability. They could have done the jobs with 
accommodations but may have been turned down due to the business owner not wanting to 
accommodate them, causing stress and tension in how they would have been able to maintain 
self-care, as well as care of dependents.  
1920 
The 1920s started off with Prohibition in hopes of curbing alcohol consumption and 
improving society. Emerging during this time was a black market of criminal organizations 
stepping in to fill the void and supply alcohol during Prohibition. This trend would continue until 
December 5th, 1933 (Gordon, 1943). During this time, America also experienced the beginning 
of the Great Depression in 1929 (Richardson and Troost, 2009). Saint Louis, in this decade, saw 
city streets become crowded with automobile traffic (Danzer, 2002). This would assist in 
transporting illegal goods. Life expectancy during the period of 1929-1930 was 52.2 (Fontana 
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and Keene, 2009). Finally, insulin became available to the public during this decade (Warner, 
1991). 
Employment during the Depression was hard to find. African-American women in the 
1920s were only allowed to work in the domestic sphere. African-American women were paid 
less than working jobs that were extremely dangerous with long hours. The job market in Saint 
Louis was heavily influenced by race, and this meant that, if an African-American woman could 
find a job, it would pay the lowest wages in the city (Ervin, 2016).  
The 1920s started with Prohibition and led to the emergence of black-market criminal 
organizations which took away business from the large breweries that were in St. Louis, leaving 
many unemployed. The Great Depression started at the end of the decade which left many 
unemployed and leaving African-American women working in the domestic field working long 
hours for much less money. This created a job market that was not stable, and that put many at 
risk of having a steady job. Individuals that were not coping with a lifelong pathology could heal 
their injury and get back to work; the individuals in this study that had a pathological condition 
affect mobility could have a difficult time finding an employer willing to accommodate them.  
1930 
The problems of pollution for the city in the 1930s only got worse. The beginning of this 
decade saw the end of Prohibition on December 5th, 1933 (Gordon, 1943). In the same year, the 
Great Depression ended in March (Richardson and Troost, 2009). By the early 1930s the 
African-American population grew to 11% of the total city population (Ervin, 2015). The 
neighborhood of Mill Creek Valley had a higher density of African-Americans than any other 
neighborhood in Saint Louis (Baumann et al., 2011). High population density was a direct result 
of the segregated housing ordinances.  
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In addition to housing restrictions imposed on African-Americans, segregation impacted 
access to healthcare, education, and employment opportunities (Baumann et al., 2011). 
Sharecroppers who were greatly impacted by the plummeting cotton market were left with 
nothing to grow and mounting debt. Sharecroppers were unable to grow or afford their own food 
because the land was designated for the growth of a cash crop. Sharecroppers were loaned seed, 
equipment, and land that was to be paid off after the harvest (Stepenoff, 2008). The 
sharecroppers were desperate and in need of aid. On January 10, 1939, a roadside demonstration 
was held, raising awareness of the sharecroppers’ plight (Stepenoff, 2008). 
Newspapers covered the demonstration right from the beginning. The roadside 
demonstrations continued for weeks. People lived along the roads in the dead of winter. 
Distributed throughout the state, newspapers showed images of the demonstrators, who were 
mostly children, camping along the road. It is estimated that 1,500 people took part in the 
demonstrations (Stepenoff, 2008).  
In 1939, the army created a training camp for the war in Europe called Camp Polk. The 
camp not only attracted soldiers but also camp followers consisting of prostitutes, women, and 
children. It is estimated that five percent of the women in this group were professional 
prostitutes, with the remaining females tagging along and caught up in the excitement of war. 
When army doctors diagnosed soldiers with a venereal disease, they would interrogate them 
(Parascandola, 2009). These interrogations were to collect information on all the contact the 
individual had with the opposite sex. All females mentioned in the interrogations were rounded 
up and subjected to blood tests. Positive tests for syphilis or gonorrhea meant the female was 
immediately transported to the hospital (Parascandola, 2009). Any women trying to enter the 
camp would be questioned. Suspected women would be arrested on charges such as vagrancy, 
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loitering, or even on the mere suspicion of wrongdoing. Food handlers were also targeted and 
made to take tests (Parascandola, 2009). Life expectancy in the period of 1939-1941 was 63.62 
years of age (Fontana and Kenne, 2009). 
In the 1930’s, the population of St. Louis’s African-American population grew by 11%, 
which was a direct result of the segregated housing ordinances. Segregation impacted healthcare, 
education, and employment opportunities. Sharecroppers suffered from plummeting cotton 
markets and participated in roadside demonstrations to raise awareness. These demonstrations 
lasted weeks. The end of the decade saw training camps created by the army. The doctors would 
diagnose soldiers of venereal disease and those individuals they had contact with and tested 
positive were immediately transported to the hospital. This was an attempt by the army and local 
government to keep the troops and those around them safe and disease free. In this time the 
individuals of this study were coping with the sharecroppers plight and widespread venereal 
diseases. The spread of disease could put the individuals in this study at a higher risk. Lower 
socioeconomic individuals would often work long hours doing dangerous jobs making less than 
others doing the same job. Access to health care and job opportunities were based on ancestral 
background but were further complicated if individuals needed accommodations. It could have 
been easier to find someone else who did not need accommodations and would work for the 
same or lower wage.  
1940 
The 1940s in Saint Louis and America in general saw a lot of change. Antibiotic 
medicine emerged in this decade (Warner, 1991). The African-American population in 1940 
accounted for 13% of Saint Louis’ total population (Baumann et al., 2011). The Mill Creek 
neighborhood was surveyed in 1945 by the Land Clearance Authority, and it was found that 80% 
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of the homes did not have a private bath and 67% did not have running water (Baumann et al., 
2011). In 1947, the City Plan Commission of Saint Louis conducted a study of living conditions. 
It was found that 33,000 residential units still used outhouses, and 25,000 residences had shared 
toilets with several families (Baumann et al., 2011). A large number of homes did not have 
indoor plumbing until after 1945. Lower-income families still used outhouses and public bathing 
facilities (Baumann et al., 2011). Sanitation still needed to be improved upon to stop the spread 
of disease and clean up the city. 
In April of 1943, the government enacted quarantines to prevent the spread of venereal 
diseases like syphilis. Military and civilians sanctioned promiscuous women; these sanctions 
included a $10 fine (today’s dollars: $149.12) accompanied by a jail sentence of ten days 
(Parascandola, 2009). These sanctions were observed to prevent the spread of the disease 
(Parascandola, 2009). By the end of 1943, there were 20 open and active facilities to quarantine 
prostitutes and promiscuous women, with even more being constructed (Parascandola, 2009). 
These facilities were often referred to as rapid treatment centers for prostitutes. Treatment 
included drugs like Salvarsan, which was an organic arsenic compound in addition to bismuth 
compounds (Parascandola, 2009). At the time of entry into World War II, America was 
investigating and testing the use of penicillin, but publication of its effective use did not come 
until 1943 (Parascandola, 2009). During the war, this drug was in high demand but short supply 
(Parascandola, 2009). Over the 4-year period of World War II, there were 16 million people 
killed (Fontana and Keene, 2009).  
Shelley v. Kramer was a case taken to the US Supreme Court in 1947 and based on 
restrictive housing sanctions in place for African-Americans (Baumann et al., 2011). Moreover, 
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the federal government began encouraging cities to improve waste treatment and management in 
the late 1940s (Colten, 1990). 
In the 1940’s a survey showed that over half of homes in St. Louis did not have private 
bathrooms and again over half did not have running water. The individuals in this study did not 
live in luxury having the private bathrooms and running water. In the early 1940’s, the 
government enacted quarantines for prevention of venereal disease. Sanctions were issued to 
promiscuous women with a fine, jail sentence, and to be treated with medication. This time 
period the government and local government are trying to improve the conditions of the city’s 
citizens. It is important because individuals in this study were alive in this time period could 
have been the last to get clean running water, which contributed to their stressors, time 
management, and ability to maintain their fragile health. In addition, those in this study that 
suffered from mobility issues would have to use an outhouse. This could make a trip to the 
bathroom a dangerous journey.  
1950 
Life expectancy during this decade was 69.89 years of age (Fontana and Keene, 2009). 
Saint Louis was gradually changing its ways as the country began to turn towards civil rights. In 
1958, African-Americans were slowly being allowed burial in “white cemeteries” (Fontana and 
Keene, 2009). Little by little, the lives of African-Americans were improving, even though 
underlying tensions were still present. 
On February 9, 1959, a tornado left 21 dead and 345 injured. Three inches of rain added 
to the damage and caused flooding. Due to the fact that it was mid-winter, no tornado warning 
was given (O’Neil, 1959). Even if there had been a warning, sirens would not be used because 
they were reserved for Cold War air raid notifications. There were at least 750,000 people living 
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in the city. It was the third-deadliest tornado in Saint Louis history (O’Neil, 1959). Homes and 
businesses were flooded and roofs were ripped off. Windows were broken from debris and high 
winds. Houses were completely leveled and streets were torn up. Inspectors noted that 47 homes 
and buildings were destroyed, 245 buildings and homes were heavily damaged, and 1,633 homes 
and buildings sustained minor damage. Estimates of damages came to $12 million (O’Neil, 
1959). 
The 1950’s showed a gradual changed in Saint Louis as the country began to turn 
towards civil rights which little by little the lives of African-Americans improved. In 1959, a 
tornado swept through Saint Louis leaving 21 dead and 345 injured. The tornado left behind 
damage to business and homes if they were left standing. Not only did these events change the 
social and physical landscape of the city but it had health implications. Debris and floods can 
bring pools of water for harmful insects that can transmit disease to people. The Civil Rights 
movement would have been witnessed by the individuals in the study who lived in this time 
period. The right to earn an equal wage, be buried in non-segregated cemeteries, and have rights 
would all improve the quality of life.  
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Results  
 
The results below are a culmination of the four steps of the IOC (Tilley, 2019). The 
results of a completed model of care aim to personify the individual living with the condition as 
if he or she walked into the room today (Tilley, 2019). The goal is to demonstrate how the 
pathology impacted the life of the individual and those around him or her. A more detailed 
historical account for the decades in which the individuals lived during 1840-1959 can be found 
in the previous chapter chronicling Saint Louis history.    
In general, the following information was gathered to answer the prompts put forward by 
Tilley, although there are obvious discrepancies due to the fact that this method is designed for a 
prehistoric context. First, the individual’s pathologic condition was noted, as this would have the 
most bearing on the individual’s disability status as well as need for care. Following this, the 
individual’s occupation, if recorded, is discussed in terms of their potential wages. This, in turn, 
is expanded upon with information about basic food and rent information, which would allow for 
better understanding the ability of the individual to feed and house themselves, as well as 
potential partner’s, children, or caregivers. All of this information is necessary to understand 
what would have been necessary to care for the individual, and is an attempt at better 
understanding their day-to-day life with their disability. As can be seen in the biographies of the 
individuals below, there were many factors that would have influenced their lives, need for care, 
and ability to participate in society.  
The prices listed in the index of care (IOC) models were located in publications by the 
United States Bureau of Labor Statistics (1929a, 1929b, 1930, 1934a, 1934b, 1935, 1941, 1956, 
1962). Some publications were more detailed, using Saint Louis establishments to generate an 
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annual average. National averages were substituted when prices specific to Saint Louis was 
available, and this will be noted in the results. All prices are adjusted for inflation using Ian 
Webster’s (2020) inflation calculator for the years 1800-2020. All prices listed in the model of 
care have a correlated dollar amount in 2020. Environmental data came from the National 
Weather Service’s digital archives (2020), and from the Missouri Climate Center (2020). The 
aforementioned citations formed the majority of statistics and prices for the year of death for 
each individual. Additional information specific to the year or occupation will be cited below. 
FS233  
This individual was a white male born in 1887 in Louisiana. There are no records of 
when he came to live in Saint Louis, but it is known he passed away in the city or surrounding 
counties because of his inclusion in The Terry Collection. He died in 1924, at the approximate 
age of 37. He also had three fused vertebrae; C6, C7, and T1 were fused at time of death. The 
cause of death was ruled as syphilis. Normally, syphilis would not show in the skeletal remains 
unless present for an extended period of time sufficient to develop skeletal changes. This 
individual demonstrates bone alteration that is a characteristic of syphilis (Tipple, 2015). On his 
death certificate, he was listed as a day laborer. 
         This individual did not display symptoms of congenital syphilis and, therefore, he 
contracted it later in life. Doctors first became able to diagnose syphilis in 1909; prior to that, 
there was no definitive test for successful diagnosis.          
During his lifetime, he survived pandemics, like the 1918-1919 influenza pandemic that 
killed 50 to 100 million people (Crosby, 2015). In addition, occasional outbreaks of diphtheria, 
cholera, and tuberculosis were not uncommon in Saint Louis. No cure was found, but a 
diphtheria antitoxin was introduced in the 1890s, leading to physicians using morphine, digitalis, 
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and over-the-counter aspirin to relieve pain. Pain relief came at a cost and would have to be 
purchased on top of paying rent, electricity, gas, coal, and other expenses. It is unknown whether 
he had a family with whom he lived or if he rented a room in a house. The only knowledge of 
this individual is what is listed on the morgue records provided by Niovi et al., (2016).  
         At autopsy, he measured 1727 mm, 1.727 meters, 5 foot 6 inches tall. He weighed 70.5 
kg, which is equal to 155 pounds (Niovi et al., 2016). Life expectancy in 1919-1921 was 
estimated to be about 56.40 years of age (Fontana and Keene, 2009). His job was listed as a 
cabinet maker, which falls into carpentry in the US report on wages. In 1924, a day laborer 
would make $0.75 per hour in Saint Louis, as reported by the National Bureau of Labor Statistics 
(1929). Census data provide an estimate of hours worked per week at 44. The estimated total 
earned for the average hours worked would be $33 per week (today’s dollars: $499.20). It is 
important to remember that the individuals in this collection were of low socioeconomic status, 
and these averages include all skilled and unskilled laborers. Therefore, the money estimated 
could well be lower than what he earned, or more if his disease interfered with his ability to 
work. 
         To provide an idea of possible expenditures for food-related items, the prices of select 
items were chosen to assist in building this model of care. Beef by the pound cost $0.21 to $0.39, 
depending on the cut (today’s dollars: $3.18 to $5.90). A pound of bacon cost $0.37 (today’s 
dollars: $5.60). Butter and cheese per pound and fresh milk per quart were priced at $0.52, $0.35, 
and $0.14, respectively (today’s dollars: $7.87, $5.29, and $2.12, in the same order). Coffee and 
tea were priced at $0.43 and $0.71 per pound (today’s dollars: $6.50 and $10.74). Potatoes, 
sugar, and rice per pound would cost $0.03, $0.09, and $0.10 (today’s dollars: $0.45, $1.36, and 
$1.51, respectively) (US Bureau of Labor Statistics, 1929, 1930). These are just a few examples 
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of the price of food items during the year of death. It is unknown what he could afford, since his 
annual income was an estimation. Providing costs of food adds another piece to the puzzle in 
understanding various parts of the cost of living.  
Household bills such as rent and the expenses below also need to be considered. Gas 
prices for a house were listed as $1.00 in 1924 (today’s dollars: $15.13). Coal ranged from 
$15.45 to $16.90 (today’s dollars: $233.72 to $255.65). Electricity bills would range from $99 to 
$100 dollars per year in 1924 (today’s dollars: $1,497.61 to $1,512.74) (US Bureau of Labor 
Statistics, 1929, 1934). Finding over-the-counter medicine costs for the 1920s proved to be a 
challenge but, it can be easily postulated that adding medical costs to the day-to-day expenses of 
people at the low end of the socioeconomic spectrum would cause hardship. Decisions regarding 
what bills to pay would become quite complex, with no easy answers. Adding a loss of income 
due to illness or injury, even for a short period of time, could cause the individual to miss paying 
bills or even meals.  
In conclusion, those around him during the period of care when he displayed the external 
symptoms of syphilis would have to compensate for his missing work. It is possible he could 
have worked through the visible symptoms but, for the model of care, it is important to explore 
all possibilities. The syphilis rash can present as pustular, papulosquamous (scaly and hard in 
appearance), or condyloma lata (smooth, white painless warts), or a combination of the types 
listed. The rash can take weeks to months to dissipate (Luey, 1942, 1943). A month of wage 
losses using the evidence above would mean the family would have to supplement $132 dollars 
in lost wages (today’s dollars: $1,996.81). He would not have required long-term 
accommodation and support for syphilis, but would need friends and family to help and ensure 
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that the needs of the family were met. Modern cost of care includes an understanding of the time 
and money people contribute to care for the individual in need.  
FS689 
FS689 was an 88-year-old African-American female who passed away in 1924 in the 
state of Missouri. This individual became a part of The Terry Collection because the state took 
ownership of her remains after no family came forward to claim them. The state donated the 
remains to The Terry Collection to avoid paying burial costs. Morgue records provided 
information utilized to reconstruct the care this individual received (Niovi et al., 2016). 
She was born in 1841. She was independent for much of her life until she broke her 
femurs. Both were fully healed but not aligned, and they displayed symptoms of hyperostosis 
frontalis interna (HFI). As an African-American, job opportunities were limited, and where she 
was allowed to live or be buried was also limited. African-American communities were carved 
out amongst the developing city. Racial tensions between African-Americans and those of 
European ancestry were present from the beginning of the city until the Civil Rights movement 
(Bauman et al, 2011; Sandweiss, 2001). Neighborhoods were tight knit and looked out for one 
another. Homes in African-American communities were in poor condition and without indoor 
plumbing until the 1940s to 1950s (Baumann et al., 2011). She lived through the Civil War, the 
first World War, labor unrest, and the 1917 race riots in Saint Louis. She survived the cholera 
epidemics of the late 1840s and repeated seasonal epidemics that gripped the city (Bauman et al., 
2011; Ervin 2015; Kinney, 2010; Lixin, 2010). Surviving as an African-American female was 
difficult, with an ever-present threat of violence, rape, sexual exploitation, and physical abuse. 
         Housing typical of her lifetime was cramped, with numerous family members and 
extended family members all in one unit. The units typically would be in a building, with other 
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tenants renting or owning their section of the building. Small outdoor porches provided relief 
from the heat in the summer and served as an extra room to utilize. Small yards would be shared 
by all the people who lived in the building, with an outhouse, garden, maybe an animal like a 
pig, and the trash discarded by residents (Sandweiss, 2001). This configuration is important 
because, when she sustained two broken femurs, she would have needed assistance in ensuring 
rent and utilities were paid. In addition, she would need assistance with using the outhouse and 
traversing the uneven terrain that was covered in waste in order to reach said facilities. 
         Care for her broken femurs would most likely have come from those who lived with her 
or neighbors in the adjacent units. She would have needed a 4-week period minimum to heal and 
regain mobility and, therefore, would have needed help in acquiring food, paying bills, paying 
for pain relief medication, or walking aids. Standing would be painful during her healing period. 
Her left femur did heal correctly, but her right femur healed incorrectly. There are indications of 
an infection in the right femur as well as the left, although there was less severity on the latter 
(Murnaghan et al., 2006; Merloz, 2011; Marsell and Einhorn, 2011). She would have had a 
painful waddle when she independently traversed short distances. Traveling long distances on 
the unpaved and trash-ridden streets would have required assistance in the form of a person 
providing a helping hand or financial assistance to acquire walking aids. Pain-relieving 
medication would be an expense in addition to utilities, rent, food, and other necessities. If the 
shared yard had a garden, it was possible that herbs were grown for medicinal purposes, but 
over-the-counter pain relief would be most effective. She would not have been able to afford 
hospital visits, physician visits, or prescription medicine unless through charity. 
         The care required for her two broken bones was relatively simple. Care from those who 
lived with or around her would have been provided during the healing time when she needed 
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assistance. Caregivers (family and friends) would have an informal plan of action for care for 
this individual and would have known how to care for broken bones.  
Those same caregivers would have a difficult time caring for her once she reached 
menopause and triggered HFI. This condition presents in a thickening of the frontal bone, with 
the exact cause unknown. It is possible for men to have HFI, but it affects women 9 times more 
than men, making it more prominent in women. While HFI has no cure, symptoms associated 
with it can be treated (Barber et al., 1997; Devriendt et al., 2005; Hershkovitz, 1991; Raikos et 
al., 1997). 
         Symptoms she would have experienced and exhibited can be characterized as consistent 
or episodic. Consistent symptoms are always present, and diabetes, obesity, short stature, 
excessive hair growth, headaches, hearing impairment, and muscle weakness are examples. 
Symptoms would be expressed over a consistent time span or the short term. The short-term 
expression of symptoms is described as episodic. Episodic symptoms of HFI are vertigo, 
depression, irritability, fatigue, temporary paralysis, and seizures (Barber et al., 1997; Devriendt 
et al., 2005; Hershkovitz, 1991; Raikos et al., 1997). The aforementioned symptoms could have 
been independently handled. Seizures, paralysis, and vertigo might have required an extra 
helping hand to reorient herself. During this time period, symptoms would be recognized or 
looked up and studied for those around her to provide care. Episodic symptoms would likely 
leave family and friends to chart or keep track of her episodes for a record. This record, whether 
written or oral, would assist in understanding how to care for her in times of distress. An 
example could be when caregivers today care for people who have seizures, they learn to let 
them seize but also clear the area of potential objects that could harm the person. Pillows are put 
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around furniture or under the head to protect them but, otherwise, they are told to time the 
seizures and observe while keeping a report.  
         In the late 1880s and 1890s, there was basic knowledge of how to treat the symptoms 
associated with HFI that she would display. In the 1900s, until her year of death in 1924, 
caregivers around her would know more, since medical developments were big news stories 
talked about by many. Those who could not read could still acquire the information by asking 
friends, family, and neighbors. America was known to be slower in turning to science in medical 
practice, and this was common in her time. Therefore, the home remedies that African-
Americans used during slavery and kept with them for years would be a source of relief. In 
addition to home remedies, money could have been saved or donated to provide pain relief 
medication for her.       
To provide an idea of possible expenditures in 1928/1929 for food-related items, the 
prices of select items were chosen to assist in building this model of care. All prices were located 
in bulletins posted by the US Bureau of Labor Statistics (1929, 1930, 1934). Beef by the pound 
cost $0.28 to $0.48, depending on the cut (today’s dollars: $4.24 to  $7.86). A pound of bacon 
cost $0.44 (today’s dollars: $6.66). Butter and cheese per pound and fresh milk per quart were 
priced at $0.56, $0.38, and $0.11, respectively (today’s dollars: $8.47, $5.75, and $1.66, in the 
same order). Coffee and tea were priced at $0.49 and $0.77 (today’s dollars: $7.41 and $11.65). 
Potatoes, sugar, and rice per pound would cost $0.03, $0.07, and $0.10 (today’s dollars: $0.45, 
$1.06, and $1.51, respectively). These are just a few examples of the price of food items that 
families would have to purchase.  
Household bills also need to be considered. Gas prices for a house were listed as $1.00 in 
1924 (today’s dollars: $15.13). Coal retail prices were the average based on 2,000 pounds sold. 
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The prices ranged from $15.45 to $16.90 (today’s dollars: $233.72 to $255.65). A hospital bed in 
1930 would be priced between $6 and $7 without additional costs of doctor’s treatments (today’s 
dollars: $92.94 to $108.43). Finding over-the-counter medicine costs for the 1920s proved to be 
a challenge but, it can be easily postulated that adding medical costs to the day-to-day expenses 
of people at the low end of the socioeconomic spectrum would cause hardship. Decisions 
regarding what bills to pay would become quite complex, with no easy answers. Adding a loss of 
income due to illness or injury, even for a short period of time, could cause the individual to miss 
paying bills or even meals.  
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FS689 lived to be 88 years old when life expectancy in 1929 was 59.20. This was a long 
life, especially in light of the challenges of being an African-American female when racial 
tension and violence was commonplace. Her friends and family cared for her through two broken 
bones and the many symptoms that HFI creates. She would have needed help walking, since her 
healed broken bones were infected and the right femur was incorrectly healed. Traveling short 
distances would be painful, and vertigo could have made balancing even harder. In addition to 
care received for her pathologic conditions, she was cared for as a senior living a long life. Her 
cause of death was listed as chronic myocarditis and senility. It is uncertain how HFI could have 
impacted her death, but we do know that she did receive at least a minimum of care during the 
period of healing for each individual fracture. Even with the simple prices found for household 
expenditures in the Census, prices of medical care in hospitals, cost of personal hygiene, and loss 
of wages, it is possible to have a significant cost of care. Wage costs were two-fold, since the 
monetary cost also included the cost of the time the caregivers devoted to this individual. This 
individual serves as a great reminder that those who are impaired or disabled can have both long- 
and short-term care from those around them. 
Her documentation and inclusion in The Terry Collection indicate that, at the end of her 
life, she did not have money for a proper burial. It could also have meant she did not have family 
or friends to claim her remains, or the state donated her remains because her surviving family 
could not afford to bury her.  
FS770 
This individual was born in 1864 in Georgia. He was an African-American male who was 
1.69 meters tall, around 5 foot 4 inches, at autopsy. His weight, also taken at autopsy, was 50.6 
kg, or 111.55 pounds (Niovi et al., 2016). On record, he had rickets and died of chronic 
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myocarditis (heart failure) in addition to pulmonary tuberculosis. His records indicated he had 
tuberculosis for 5 months prior to his death. In the years following the Civil War, beginning in 
1879, waves of newly freed African-Americans moved through Missouri to settle in Kansas. 
Some families decided to stay in Missouri instead of completing the route of the Exodusters 
(Jack, 2007). In his childhood, he was deprived of vitamin D, which the skin produces due to 
exposure to UV light from the sun, creating a deficiency that resulted in rickets (Hanley and 
Davidson, 2005; Ortner 2003, Pettifor, 2004).  
His long bones all display a lateral curvature in the shafts. Rickets would have impacted 
him since childhood. He could have had delayed growth and motor skill development. In 
addition, he could have suffered pain in the spine, os coxae, and in both legs. This pain could be 
episodic but would have started in childhood and lasted until his death in 1930 at the age of 65. 
His physical appearance would have made him stand out with bowed legs, thicker wrists and 
ankles, and a projected sternum. His walking gate would have been different from those without 
the condition, making him further stand out in a crowd. Rickets can also create an abnormal 
curvature of the spine, but it was not overtly noticeable during examination. There was 
osteophytic lipping present throughout the cervical (c2-6), thoracic (T10 and T11), and lumbar 
(L3-L5) regions.  
His cause of death was listed as chronic myocarditis and pulmonary tuberculosis. The 
duration of the tuberculosis was listed as five months prior to his death. At the end of his life, he 
would have been coughing constantly and occasionally coughing up blood. Pain in the chest in 
general would not have been uncommon, nor would pain when breathing or coughing. 
Tuberculosis can cause unintentional or unexpected weight loss, changing the individual’s 
appearance in a short span of time. Night sweats and chills would make him uncomfortable 
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indoors or out, along with general fatigue. Fevers that last days are not uncommon and probably 
occurred on a more regular basis. Tuberculosis can also affect the function of the kidneys, spine, 
and brain (Mayo Clinic, 2020). 
Spinal pain and stiffness are also linked with tuberculosis, which can create mobility 
issues and affect job performance. Joint damage and arthritis caused by tuberculosis was 
compounded by the fact that he performed manual labor. At the very least, he would need 
someone to assist in paying bills if he could not work once his TB was severe enough. In 
addition to bills, over-the-counter medicine and food costs would leave him with little spending 
money if he missed work. He was listed as single, so caregivers could be family, neighbors, and 
friends. He would have needed assistance traversing long distances due to pain caused by rickets. 
Traversing even short distances could have caused pain. Due to the lack of indoor plumbing and 
the fact that families who were of low socioeconomic status would often live in homes above 
shops or in buildings with multiple levels, he would have had to walk a considerable distance to 
reach the outhouse, which would have been painful. 
         Mobility and the ability to complete daily tasks would be severely compromised by the 
onset of tuberculosis. He would not be able to work with the pain of coughing. In addition, 
people around him would see him coughing and would most likely avoid him. A southern accent 
he might have had would have made him stand out even more in this northern city. His heart 
condition would have been unpredictable and require careful monitoring. The Mayo Clinic 
(2020) suggests lifestyle modifications in addition to medication. These lifestyle changes consist 
of resting and reducing the workload of the heart. This would mean his job as a laborer could 
have been negatively impacted. It could take several months before the heart could handle a 
heavy workload after an incident. Restriction of alcohol and salt intake are also suggested by the 
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Mayo Clinic (2020). Knowing this individual was of lower socioeconomic status, a healthier diet 
may have been more expensive than he could have afforded. Individuals around him would have 
cared for him during his five-month battle with tuberculosis, if not earlier assisting him with 
mobility and daily tasks due to pain associated with rickets. Remaining independent prior to him 
contracting tuberculosis would have been possible through accommodations like using walking 
aids or canes to increase mobility and balance. 
Laborers in 1930 would earn an average hourly wage of $0.43 cents (US Bureau of Labor 
Statistics, 1934). The weekly national average of laborers in 1930 for hours worked was 50. His 
annual income if he worked every week would be $1,118 in 1930 (today’s dollars: $17,317.49) 
(Whaples, 2001). Pain and strain on his body could have meant missing a lot of work; therefore, 
his annual income could be significantly less than estimated.  
To provide an idea of possible expenditures for food-related items, the prices of select 
items were chosen to assist in building this model of care. All food items are priced from the 
individual’s year of death. Beef by the pound cost $0.43 to $0.48 depending on the cut (today’s 
dollars: $6.66 to $7.44). A pound of bacon cost $1.01 (today’s dollars: $15.64). Butter and 
cheese per pound and fresh milk per quart were priced at $0.46, $0.30, $0.14, respectively 
(today’s dollars: $7.13, $4.65, and $2.17, respectively). Coffee and tea were priced at $0.39 and 
$0.73 (today’s dollars: $6.04 and $11.31, respectively). Potatoes, sugar, and rice per pound 
would cost $0.04, $0.07, and $0.09 (today’s dollars: $0.65, $1.08, and $1.54, respectively). 
These are just a few examples of the price of food items that families would have to purchase. 
Keeping in mind that it was typical to have extended family living with the individual, more food 
could have been purchased. 
  74 
Household bills also need to be considered, such as rent and the expenses below. Gas 
prices for a house were listed as $1.00 in 1924; no prices were located for 1930, so the dollar was 
adjusted to 1930 totaling $0.98 (today’s dollars: $15.18, annually). Coal prices ranged from 
$5.70 to $17.75 (today’s dollars: $85.29 to $274.94). Annual electricity prices in 1930 ranged 
from $82.90 to $89.20 (today’s dollars: $1,284.10 to $1,381.68). These costs do not include 
transportation, but it is important to note that streetcars were an option for in-city transportation. 
Saint Louis also had congested streets with automobiles as early as 1920. Railroads were used to 
travel around the state and for out of state travel if they could afford to take such trips.   
Hospital data were difficult to find, but national averages for just the price of a hospital 
bed for a day ranged from $6 to $7 dollars (Carpenter, 1930) (today’s dollars: $92.94 to 
$108.43). Hospital minor operations cost between $4.50 to $10.49 in 1930, using national 
averages (today’s dollars: $69.70 to $162.49). Major operations would cost between $9.50 to 
$15.49 (today’s dollars: $147.15 to $239.94). These price ranges are based on the size of the 
hospital wards. 
Hospital records for prices were difficult to find, but some hospitals combined general 
care, delivery room space, chloroform or anesthesia, laboratory service, food, baby care, and 
baby clothing at an all-inclusive price. The all-inclusive hospital in the 1930s charged $115 to 
$180 for ten days in an all-inclusive private room (today’s dollars: $1,781.32 to $2,788.15). A 
semi-private room for the ten days would cost between $80 and $90. (today’s dollars: $1,239.18 
to $1,394.07). It is important to note that these individuals, at the end of their life, could not 
afford a burial; therefore, the chance of them staying in a hospital is unlikely. 
This individual’s documentation and inclusion in The Terry Collection indicates that, at 
the end of his life, he did not have money for a proper burial. On his morgue record he was listed 
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as single but, even if he had no wife, he could have had family around him. It could have also 
meant that, at the end of his life, no family or friends could afford to claim the remains. 
Inevitably, the individual was donated to the collection by the state. If the state donated the 
remains, they would not have to pay money to bury the individual. 
FS826 
This individual was born in the state of Missouri in 1892. He was an African-American 
male who was 1.63 meters tall, around 5 foot 3 inches, at autopsy. His weight also taken at 
autopsy was 55.6 kg, or 112.58 pounds. On record, he had rickets and died of pulmonary 
tuberculosis. His records indicated he had tuberculosis for 2 years prior to his death. In his 
childhood, he was deprived of vitamin D, creating a deficiency resulting in rickets (Niov et al., 
2016). 
         His long bones all display a lateral curvature in the shafts, ascribed to rickets. Rickets 
would have impacted him since childhood. He could have had delayed growth and motor skill 
development during his childhood. In addition, he may have suffered pain in the spine, os coxae, 
and in both legs (Handley and Davidson, 2005; Ortner, 2003; Pettifor, 2004). This pain could be 
episodic but would have started in childhood and lasted until his death in 1931 at the age of 38. 
His physical appearance would have made him stand out with bowed legs, thicker wrists and 
ankles, and a projected sternum. His walking gate would have been different to those without the 
condition, making him further stand out in a crowd. Rickets can also create an abnormal 
curvature of the spine, but it was not overtly noticeable upon examination. 
         His cause of death was listed as pulmonary tuberculosis (Niovi et al., 2016). The duration 
of the tuberculosis was listed as beginning two years prior to his death. During these two years, 
he would have been coughing frequently, and occasionally coughing up blood. Pain in the chest 
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in general is not uncommon in patients with tuberculosis, nor is pain when breathing or 
coughing. Tuberculosis can cause unintentional or unexpected weight loss, changing the 
individual’s appearance in a short span of time. Night sweats and chills would make him 
uncomfortable indoors or out and be accompanied by general fatigue. Fevers that last days are 
not uncommon and probably occurred on a more regular basis. Tuberculosis can also affect the 
function of the kidneys, spine, and brain (Mayo Clinic, 2020). 
         Spinal pain and stiffness are linked with tuberculosis, which can create mobility issues 
and affect job performance. Joint damage and arthritis caused by tuberculosis was compounded 
by the fact that he performed manual labor. At the least, he would need someone to assist in 
paying bills if he could not work. In addition to bills, over-the-counter medicine and food costs 
would leave him with little spending money if he missed work. He was documented as married, 
with a wife surviving him. Caregivers could include his wife, family members, neighbors, and 
friends. He would have needed assistance traversing long distances due to pain caused by rickets. 
There was no indoor plumbing, and families of low socioeconomic status would live in homes 
above shops or in buildings that had multiple levels, making trips to the outhouse quite painful.  
         Mobility and the ability to complete daily tasks would be severely compromised by the 
onset of tuberculosis. He would not be able to work with the pain of coughing. In addition, 
people around him would see him coughing and would avoid him. Caregivers would have cared 
for him during his two-year battle with tuberculosis, if not earlier to assist him with mobility and 
daily tasks due to pain associated with rickets. Remaining independent prior to him contracting 
tuberculosis would have been possible through accommodations like using walking aids or canes 
to increase mobility and balance. 
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Laborers in 1931 would earn an average hourly wage of $0.40. The weekly national 
average of laborers in 1931 for hours worked was 50 (Whaples, 2001). His annual income if he 
worked every week would be $1,040 in 1931 (today’s dollars: $17,699.02. Pain coupled with the 
strain on his body could have resulted in missing work; therefore, his annual income could have 
been significantly less than estimated. 
To provide an idea of family expenditures for food-related items, the prices of select 
items were chosen to assist in building this model of care. The prices were recorded by the US 
Bureau of Labor Statistics (1929, 1930, 1934). All food items are priced from the individual’s 
year of death. Beef by the pound cost $0.31 to $0.41 depending on the cut (today’s dollars: $5.28 
to $6.98). A pound of bacon cost $0.88 (today’s dollars: $14.98). Butter and cheese per pound 
and fresh milk per quart were priced at $0.36, $0.24, $0.13 respectively (today’s dollars: $6.13, 
$4.04, and $2.21, respectively). Coffee and tea were priced at $0.33 and $0.70 (today’s dollars: 
$5.62 and $11.91). Potatoes, sugar, and rice per pound would cost $0.02, $0.08, and $0.09 
(today’s dollars: $0.65, $1.36, and $1.53, respectively). These are just a few examples of the 
price of food items that families would have to purchase. Keeping in mind that it was typical to 
have extended family live with the individual, there would possibly be more food purchased. 
Household bills also need to be considered, such as rent, in addition to the expenses 
below. Gas prices for a house were listed as $1.00 in 1924, no prices were located for 1931, so 
the dollar was adjusted to 1931 totaling $0.89 (today’s dollars: $15.15). Coal prices for Saint 
Louis ranged from $5.19 to $15.97 (today’s dollars: $88.32 to $271.78). Annual electricity prices 
in 1931 ranged from $77.00 to $88.40 (today’s dollars: $1,310.41 to $1,504.42). These costs do 
not include transportation, but it is important to note that streetcars were an option for in-city 
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transportation. Saint Louis also had congested streets with automobiles as early as 1920. 
Railroads were used to travel around the state and for out-of-state travel.  
Hospital data were difficult to find, but national averages for just the price of a hospital 
bed for a day ranged from $5.46 to $6.37 dollars in 1931 (Carpenter, 1930) (today’s dollars: 
$92.92 to $108.41). Hospital minor operations cost between $4.10 to $9.55 in 1931 using 
national averages (today’s dollars: $69.77 to $162.52). Major operations would cost between 
$8.65 and $14.10 (today’s dollars: $147.21 and $239.96). These price ranges are based on the 
size of the hospital wards.  
Hospital records for prices were difficult to find, but one hospital combined general care, 
delivery room space, chloroform or anesthesia, laboratory service, food, baby care, and baby 
clothing. The all-inclusive hospital in the 1930s charged $115 to $180 for ten days of an all-
inclusive private room. In 1931, those adjusted prices would be $104 to $163 (today’s dollars: 
$1,769.90 to $2,773.98). A semi-private room for the ten days would cost between $80 and $90. 
Fees would total $72.81 to $81.92 in 1931 (today’s dollars: $1,239.10 to $1,394.14) (US Bureau 
of Labor Statistics, 1931).  
Hospitals would have a dedicated ward for African-Americans or not allow them to be 
seen. Saint Louis, in particular, is known to have a long and sordid history of racial violence, 
exploitation, tension, and segregation of immigrants, African-Americans, and European-
Americans (Baumann et al., 2011; Romeo, 2016). Some hospitals would allow African-
American patients to be seen after the waiting room was cleared of European-Americans 
(Hunkle, 2014; Tehrani et al., 2019). There were no data found for healthcare costs during this 
time period that demarcated the fee difference between African-Americans and European-
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Americans utilizing the services. Therefore, the inclusion of these data is to provide a framework 
for healthcare expenditures for those who could access it.  
This individual’s documentation and inclusion in The Terry Collection indicates that, at 
the end of his life, he did not have money for a proper burial. It could have also meant that, at the 
end of his life, no family or friends claimed his remains. The individual was donated to the 
collection by the state, because if the state donated the remains, they would not have to pay to 
bury the individual. 
FS1279  
This individual was a white male who was born in 1865, living 72 years before dying in 
1937 (Niovi et al., 2016). He was born at the end of the Civil War, when racial tensions in the 
city were still heightened (Baumann et al., 2011). During this time, Saint Louis was an important 
place for freed slaves and immigrants from Germany and Ireland, and it had begun a rapid 
population increase that would make it the number one manufacturing city in the country 
(Sandweiss, 2001). He could have begun work, like many, at the age of 14 and learned how to 
make cabinets. His ancestry allowed him more job opportunities and better wages. Most of his 
life, he would have needed no care or assistance. He had a good job and could provide for 
dependents.  
Skeletal remains and documentation show evidence of mastoiditis and diffuse idiopathic 
skeletal hyperostosis (DISH). His mastoiditis was evident in his skeleton and, therefore, had 
gone untreated for a while, allowing the bone to record the condition (Facciaa et al., 2016; Niovi 
et al., 2016). Mastoiditis could cause intense pain, fever, pus or fluids coming out of the ear, 
swelling, and hearing problems. Swelling around his ear and on the back of his ear, would have 
created a physical change that could cause others to treat him differently. 
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The onset of DISH is usually in older adults, but can start around the age of 50. The 
condition causes stiffness and lack of mobility. It also is painful. Pain can be experienced in just 
the back or in the shoulder, knee, elbow, or heel. This pain could have made everyday activities 
painful and difficult to accomplish. Although, for much of his life, he likely was independent, 
this pain would have impacted his ability to do things independently. Diabetes is a risk factor 
that can accompany DISH, creating more than just stiffness and mobility issues. It is also known 
that he had a type of cardiovascular disease (Facciaa et al., 2016; Ortner, 2003; Weinfield, 1997).  
Cardiovascular disease is an umbrella term and could cause many symptoms. Chest pain 
and tightness are the most common. This pain, coupled with shortness of breath, can make doing 
simple things difficult. Pain or numbness in extremities is also very common and would be a 
hazard when at work or even at home. Loss of full range of motion, in addition to pain or 
numbness, could make traversing the bumpy streets or flat surfaces difficult. As he aged, he 
would have more pain with the progression of DISH, and may have needed assistance walking or 
relieving his pain (Mayo Clinic, 2020). 
His caregivers would have most likely been those with whom he lived. He was lucky 
enough to be trained in a skilled job, resulting in being able to earn more money. He alone could 
have paid for medication and treatment, depending on how many dependents he had. The older 
he became, the less he would have been able to move and do his job. He would have needed 
monitoring for his heart condition and, eventually, assistance with many daily activities. He was 
a widower so, depending on when she died, his wife could have cared for him in his older years 
when he no longer had the ability to bend or twist his back. It was not uncommon for family and 
extended family to live together so, if his wife was his primary caregiver, his children could have 
taken over when she passed away. In addition, he would have needed assistance using the 
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outhouse and bathing, since there was no running water until the 1940s. His care would have 
been long term once the onset of DISH occurred. He would have had short-term care for his 
mastoiditis, which could have made him miss work. The income loss to the family for a short 
time could have been costly. Finally, his heart condition would have made life more 
complicated, especially if he was diagnosed after a stroke or heart attack, which is the most 
common way to be diagnosed. 
At autopsy, he measured 1769 cm, 1.768 meters, or 5 foot 8 inches tall (Niovi et al., 
2016). His job was listed as a cabinet maker, which falls into carpentry in the US report on 
wages. In 1938, a carpenter would make $1.50 per hour in Saint Louis as reported by the 
National Bureau of Labor Statistics (US Bureau of Labor Statistics, 1941). Census data provide 
an estimate of hours worked per week reported in 1934 as 35 to 41 hours (Whaples, 2001). The 
estimated total earned for the average hours worked would be $52.50 to $61.50. This person 
earned an annual salary of $2,706. It is important to remember that the individuals in this 
collection were of low socioeconomic status and these averages include all skilled and unskilled 
laborers. Therefore, the money estimated could be well higher than what he earned. 
To provide an idea of family expenditures for food-related items, the prices of select 
items were chosen to assist in building this model of care. All items are prices from the 
individual’s year of death. Beef by the pound cost $0.34 to $0.40 depending on the cut (today’s 
dollars: $6.27 to $7.17). Butter and cheese per pound and fresh milk per quart were priced at 
$0.41, $0.30, and $0.12, respectively (today’s dollars: $7.35, $5.39, and $2.16, respectively). 
Coffee and tea were priced at $0.25 and $0.18 (today’s dollars: $4.49 and $3.23). Potatoes, 
sugar, and rice per pound would cost $0.03, $0.09, and $0.10 (today’s dollars: $0.45, $1.36, and 
$1.51, respectively) (US Bureau of Labor Statistics, 1941). These are just a few examples of the 
  82 
price of food items that families would have to purchase. Keeping in mind that it was typical to 
have extended family living with the individual, it is possible that more food would need to be 
purchased. 
Household bills also need to be considered, such as rent and the following costs. Gas 
prices for a house were listed as $1.00 in 1924 (today’s dollars: $15.13). Coal prices ranged from 
$15.45 to $16.90 (today’s dollars: $233.72 to $255.65). Electricity bills would range from $99 to 
$100 dollars per year in 1924 (today’s dollars: $1,497.61 to $1,512.74) (Powers and Stewart, 
1939). These costs do not include transportation, but it is important to note that streetcars were 
an option for in-city transportation. Street cars would cost $0.20 per ride if paid in cash. Saint 
Louis also had congested streets with automobiles as early as 1920. Railroads were used to travel 
around the state and for out-of-state travel.  
  Hospital data were hard to find; therefore, it is important to note that the 1930 and 1941 
data will be used. A hospital bed in 1930 would be priced between $6 and $7 without additional 
costs of doctor’s treatments (Carpenter, 1930; US Bureau of Labor Statistics, 1931). In 1941, 
detailed information about medical care was released during wartime. Prices for itemized care 
were grouped by annual monetary income. The average annual expenditure in 1941 for medical 
care ranged from $25.12 to $89.88 (1937 dollars: $24.61 to $88.05). These total expenditures are 
based on annual income in 1941, with under $500 dollars to $3,000 dollars being the maximum. 
The maximum wages possibly made by this individual would not exceed $3,000. 
The itemized price ranges listed here were converted from the 1941 data listed in the 
literature review to 1937 prices. Visiting a physician, specialist, or surgeon would cost $10.12 to 
$16.56. Eye care cost $0.33 to $1.68. Dental care ranged from $1.68 to $9.56. Clinic care would 
cost $0.33 to $0.38. Generalized hospital care that ranged from $0.86 to $4.27 included bed cost, 
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lab tests, medications, and dressings. Medicines like acetophenetidin that reduced fever and 
headache cost $0.98, but the pharmacy special headache remedy cost $0.30 in 1937. These 
remedies could be natural, or medicine based. This individual was lucky enough to be able to 
afford over-the-counter pain medicine and hospital care if needed during his working years. As 
he aged and could not work, his income would be drastically less. Finding specific medical costs 
proved to be a challenge but, it can be easily postulated that adding medical costs to the day-to-
day expenses of people at the low end of the socioeconomic spectrum would cause hardship. 
Decisions regarding what bills to pay would become quite complex, with no easy answers. 
Adding a loss of income due to illness or injury, even for a short period of time, could cause the 
individual to miss paying bills or even meals.  
The care most likely received was by his friends and family in financial and 
accommodation-type assistance. To make him comfortable with DISH would have required 
some pain medication or warm baths taken at a bathhouse. In addition, it is important to consider 
his mental health. He had a skilled trade job and slowly lost mobility. If he suffered a stroke or 
heart attack, it would have impacted his career if it happened when he was young. It is possible 
that he could have suffered numerous strokes or heart attacks throughout his life. He would have 
to keep an eye on his health, and his family would need to assist him until his death, which was a 
direct result of his cardiac issues. 
This individual’s documentation and inclusion in The Terry Collection indicates that, at 
the end of his life, he did not have money for a proper burial. It could have also meant that, at the 
end of his life, no family or friends claimed their remains. Inevitably, the individual was donated 
to the collection by the state. This is because if the state donated the remains, they would not 
have to pay to bury the individual. 
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FS300 
This individual was born in Missouri in 1874 and died in 1946 in Saint Louis. Her age 
was listed on the morgue records as 68 and of European ancestry (Niovi et al., 2016). An 
estimation of her stature was 1.40 m, or 4 foot 5 inches. She was single with unknown 
occupation listed. She had hypostatic pneumonia with the duration unknown and also had 
malnutrition as her cause of death. She had been diagnosed with pituitary dwarfism. She had 
osteophytic lipping on nearly every vertebra. Her T-5 to T-7 were completely fused, and C5 and 
C6 were also fused (Niovi et al., 2016). 
She would have stood out among the crowd by being a dwarf. Her limbs could only 
extend so far, limiting her mobility (Kopits, 1979; Larsen 1977; Ortner, 2003; Walker, 2012). 
Her short stature could have further limited job options. Many homes did not have indoor 
plumbing until after 1945 (Bauman et al., 2011; Sandweiss 2001). This could have been 
problematic for her because mobility is limited with dwarfism. The waddle-like gait she had 
would make traversing the uneven and dirty streets difficult. 
Dwarfism would impact almost every aspect of her life. Her outward appearance would 
cause attention from strangers as she traversed the city streets. Her head looked 
disproportionately larger than the rest of her body and had a prominent forehead. Her nose would 
also be flattened at the bridge (Kopits, 1979; Larsen 1977; Ortner, 2003; Walker, 2012). Her legs 
would be short and bowed, making her walking gait different from those around her. Her 
inability to extend her elbows limited her movement at the joint, and it is not uncommon for 
dwarfs to have arthritis. Complications that accompany her type of dwarfism would not only 
impact her life during daily activities but also during sleep if she had sleep apnea (Mayo Clinic, 
2020). 
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As a child, she would have experienced delays in motor skills like the ability to sit up, 
crawl, and walk on her own. Frequent ear infections with a possibility of hearing loss would be 
present throughout her life. Pressure on the occipital and cervical vertebrae could cause pain. 
Back issues in the form of shape and movement would be present in growth and solidified at 
skeletal maturity. Spinal stenosis (narrow channel for spinal cord) can result in numbness or pain 
in the legs. Arthritis would be a long-term condition with which to cope throughout her life. 
While asleep, she would experience difficulty breathing or possibly even sleep apnea. Not 
getting rest or a good night’s sleep may have impacted the way she interacted with her 
environment and those around her (Mayo Clinic, 2020).  
It is also important to note the social impact of having dwarfism. In addition to a distinct 
walking gate, facial features, and body type, dwarfism has been mystified. Derogatory language, 
such as the word midget, would have been used around her by the general public. Various forms 
of popular entertainment perpetuated misconceptions or stereotypes of dwarfism, leading to 
potential mental health and self-esteem issues. Self-esteem issues can create limitations in the 
workplace, school, or in general social interactions. This mental impact is important to consider 
because it could have altered her receptiveness in regard to accepting care.  
She would have remained independent and could have utilized walking aids if needed. 
With no occupation listed, it is hard to estimate her income and calculate how much pain relief 
medication was if she had needed it. Home remedies for pain could also have been used. Her 
family or those who lived with her would be her caregivers. Included among possible caregivers 
could be religious groups helping with donations or just assisting around the house. 
Her cause of death lists hypostatic pneumonia. She had this for an unknown period of 
time. Pneumonia comes with chest pain when one coughs up phlegm, or just from breathing 
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alone. Generalized fatigue, shortness of breath, fever, and nausea all are symptoms of this illness. 
It can also cause diarrhea, which can, in turn, make the individual dehydrated, thereby adding 
more stress to the body. Cough medicine and pain relief would have been a means of providing 
comfort. Tracking down hospital data was difficult; therefore, it is important to note that the 
1930 and 1941 data will be used. A hospital bed in 1930 would be priced between $6 and $7 
without additional costs of doctor’s treatments (1946 dollars: $7.01 and $8.17). In 1941, detailed 
information about medical care was released during wartime. Prices for itemized care were 
grouped by annual monetary income. The average annual expenditure for medical care ranged 
from $25.12 to $57.91. These total expenditures are based on annual income with under $500 
dollars to $1,500 dollars being the maximum. It is unlikely that this individual’s maximum 
wages would exceed $1,500 annually.  
Visiting a physician, specialist, or surgeon would cost $11.31 to $18.70 (today’s dollars: 
$150.30 to $248.07). Eye care cost $0.37 to $1.86 (today’s dollars: $4.91 to $24.67). Dental care 
ranged from $1.90 to $10.70 (today’s dollars: $25.20 to $141.94). Clinic care would cost $0.37 
to $0.42 (today’s dollars: $4.91 to $5.57). Generalized hospital care ranged from $0.95 to $4.72, 
including bed cost, lab tests, medications, and dressings (today’s dollars: $12.60 to $62.61). 
These expenses are important to consider even without knowing whether she held a job or had 
any income at all. It is possible that she could have lived with family, such as a sibling or 
extended family who could have financially assisted her (Jones et al., 1945). 
In this specific case, not only would care be given through physical assistance or 
accommodation, but it would be coupled with financial assistance. Her documentation and 
inclusion in The Terry Collection is indicative that, at the end of her life, she did not have money 
for a proper burial. It could have also meant that, at the end of her life, she did not have family or 
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friends to claim her remains. Inevitably, she ended up being donated to the collection by the 
state. This is because, if the state donated the remains, they would not have to pay to bury her. 
FS236 
FS236 was born in England in 1892 and relocated to America, where she settled in Saint 
Louis. She was listed as single on her death certificate, but it is documented that her occupation 
was a housewife. It is unclear whether she had any dependents. Her estimated height, since there 
was no height or weight taken at autopsy, is 1.40 m to 1.60 m. That would be between 4 foot 8 
inches to 5 foot 2 inches. She died at the age of 60 in 1953. Her cause of death was listed as 
diabetes with acute left ventricular failure in addition to coronary artery disease. She is 
documented as having DISH, which fused 13 total vertebrae together. She would have stood out 
amongst the crowd for her English accent. In addition to her accent, as she got older and lost 
mobility, she would be slow moving and extra cautious, further distancing herself from the 
crowd around her (Niovi et al., 2016). 
The onset of DISH is usually in older adults, but can start around the age of 50. It is more 
common in men but, because she had diabetes and a heart condition, it increased her risk factor. 
The condition causes stiffness and lack of mobility (Facciaa et al., 2016; Otner, 2003; Weinfield, 
1997), and it is also painful. Pain can be experienced in just the back or in the shoulder, knee, 
elbow, or heel. This pain could have made everyday activities uncomfortable and difficult to 
accomplish. Complications associated with DISH are spinal fractures with minor falls resulting 
in surgery. In addition to the increased risk of spinal fractures, bone spurs can grow and put 
pressure on the esophagus. This would create difficulty swallowing, sleep apnea, and even 
change the tone of her voice. For much of her life, she could have remained independent, only 
requiring assistance during periods of soreness or pain. She also had a serious heart condition 
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called coronary artery disease, which results in narrow arteries that struggle to transport oxygen 
rich blood to the heart (Mayo Clinic, 2020). 
Coronary artery disease is serious and can cause many symptoms. Chest pain and 
tightness are the most common. This pain, coupled with shortness of breath, can make doing 
simple things difficult. Adding diabetes into the picture, other symptoms she could have 
experienced would be more intense. Pain or numbness in extremities is also very common and 
would be a hazard when at work or even at home. Loss of her full range of motion, in addition to 
pain or numbness, could make traversing the bumpy streets and even flat surfaces difficult. As 
she aged, she would have more pain with the progression of DISH and may have needed 
assistance walking or relieving this pain. 
Her caregivers would have most likely been those with whom she lived. She would have 
needed monitoring for her heart condition in addition to diabetes, and eventually assistance with 
many daily activities. As she aged into her older years, she no longer had the ability to bend or 
twist her back. It was not uncommon for family and extended family to live together, or tenants 
who rented rooms from families. Individuals living with her, family or tenants, would have been 
her support and caregivers in times of need. An example of care that could be provided by 
friends, family, or tenants, would have included providing assistance traversing the uneven 
streets, steps, or obstacles around the home. Due to her severe case of DISH, a simple fall could 
become catastrophic and life threatening. Her care would have been long term once the onset of 
DISH occurred, if not earlier due to diabetes and related symptoms. Finally, her heart condition 
would have made life more complicated, especially if she was diagnosed after a stroke or heart 
attack, which is the most common way to be diagnosed. Physical assistance in clearing a path, 
maintaining self-hygiene, and assistance with positioning her body so that she could breathe 
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better at night would all be required. Financial assistance could have been a form of care, since 
her income was unknown. Doctors’ visits and medication on top of household expenses would 
quickly escalate.   
To provide an idea of family expenditures for food-related items, the prices of select 
items were chosen to assist in building this model of care. All food items are priced from the 
individual’s year of death of 1953 and from the US Bureau of Labor Statistics (1956).  Beef by 
the pound cost $0.53 to $0.91 depending on the cut (today’s dollars: $5.13 to $8.82). A pound of 
bacon cost $0.78 (today’s dollars: $7.56. Butter and cheese per pound, and a half gallon of fresh 
milk were priced at $0.79, $0.48, and $0.47, respectively (today’s dollars: $7.65, $4.65, and 
$4.55, respectively). Eggs per dozen sold for $0.70 (today’s dollars: $6.78). A loaf of bread was 
$0.16 (today’s dollars: $1.55). Coffee per pound was priced at $0.89 (today’s dollars: $8.62). 
Potatoes and sugar per pound would cost $0.54 and $0.53 (today’s dollars: $5.23 and $5.13). 
These are just a few examples of the price of food items that families would have to purchase. 
Keeping in mind that it was typical to have extended family live with the individual, more food 
may have had to be purchased. 
Household bills also need to be considered, such as rent in addition to the expenses 
below. Annual gas cost for heating a home in 1953 was $77 across the nation (today’s dollars: 
$746.00). Coal prices ranged from $90 to $93 (today’s dollars: $871.95 to $901.01). Annual 
electricity composite prices for the nation in 1953 came to $93 (today’s dollars: $901.01). These 
costs do not include transportation, but it is important to note that streetcars were an option for 
in-city transportation. Streetcars were operated throughout Saint Louis, a single ride fee for cash 
customers was $0.20 and, for those with a ticket or token purchased ahead of time, it was $0.19 
per ride (today’s dollars: $1.94 and $1.84, respectively). Saint Louis also had congested streets 
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with automobiles as early as 1920. Railroads were used to travel around the state and for out of 
state travel.  
In 1953, a semi-private hospital room would cost $10.82, while a private room was billed 
at $13.70 (today’s dollars: $104.83 and $132.73). All the remaining fees are specific to the city 
of Saint Louis. Visiting a physician, specialist, or surgeon would cost $11.31 to $18.70 (today’s 
dollars: $150.30 to $248.07). Eye care cost $0.37 to $1.86 (today’s dollars: $4.91 to $24.67). 
Dental care ranged from $1.90 to $10.70 (today’s dollars: $25.20 to $141.94). Clinic care would 
cost $0.37 to $0.42 (today’s dollars: $4.91 to $5.57). Generalized hospital care ranged from 
$0.95 to $4.72 including bed cost, lab tests, medications, and dressings (today’s dollars: $12.60 
to $62.61) (Jones et al., 1945). 
         The cost of medications depended on the type (generic or name brand), and if it was over 
the counter or prescribed by a doctor. All prices listed are specific to Saint Louis. Prescription 
narcotics in liquid form would total $1.10, while prescription penicillin in tablet form was $2.97 
(today’s dollars: $10.66 and $28.77). Prescriptions for drugs that were not narcotic would cost 
$0.79 for 12 capsules (today’s dollars: $7.65). Milk of magnesia would cost $0.44 per bottle and 
multivitamin capsules would cost $3.50 per 100 count (today’s dollars: $4.26 and $33.91). Over-
the-counter aspirin would cost $0.62 (today’s dollars: $6.01) (US Bureau of Labor Statistics 
1956; Jones et al., 1945). These expenses are important to consider even without knowing 
whether she held a job or had any income at all. She was listed as a housewife and single; 
therefore, it is unknown what job she had or if she had support from a previous marriage. 
Children could have cared for her if she had any but, without documentation, it is important to 
also consider other caregivers such as friends. 
This individual’s documentation and inclusion in The Terry Collection indicates that, at 
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the end of her life, she did not have money for a proper burial. On her morgue record she was 
listed as single. Even though she did not have a husband, she could have had family that came 
over from England with her, or in later years. It could have also meant that, at the end of their 
life, she had no family or friends to claim her remains. Inevitably, the individual was donated to 
the collection by the state. This is because, if the state donated the remains, they would not have 
to pay to bury the individual.  
FS1636  
This individual was born in Mississippi in 1900 and died in 1959 in Saint Louis, 
Missouri. Her age was listed on the morgue records as 58 and of African-American ancestry. She 
was a widow with unknown occupation listed on her morgue records. She had bilateral bronchial 
pneumonia for a week before she passed away. On her records, she had been diagnosed with 
dwarfism, rickets, and scoliosis. At least one rib was fused to her thoracic vertebra with evidence 
of other ossified ribs. All of her long bones display severe bowing indicative of rickets (Niovi et 
al., 2016). 
She would have stood out among the crowd, being an African-American dwarf. Rickets 
caused her long bones to bow, and scoliosis would have impacted her posture. In addition to the 
limited jobs that African-Americans could hold due to segregation, her short stature could have 
limited those options further. A large number of homes did not have indoor plumbing until after 
1945. This could have been problematic for her because her mobility was limited due to 
dwarfism, scoliosis, and rickets (Gocha et al., 2019; Hanley and Davidson, 2005; Larsen, 1977, 
Ortner, 2003, Pettifor, 2004; Scott, 1975; White et al., 2012). The waddle-like gait she had would 
make traversing the uneven and dirty streets difficult. She could have remained independent, 
utilizing walking aids if needed. With no occupation listed, it is hard to estimate her income to 
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calculate how much medication would be if she needed it. Her family or those who lived with 
her would be her caregivers. Included could possibly be religious groups helping out with 
donations or just assisting her around the house. 
Her cause of death lists bilateral bronchial pneumonia. She had this for at least one week. 
Pneumonia comes with chest pain when one coughs up phlegm, or just from breathing. 
Generalized fatigue, shortness of breath, fever, and nausea all are symptoms of this illness. It can 
also cause diarrhea, which can, in turn, make the individual dehydrated and add more stress to 
the body. Cough medicine and pain relief would have been a way to provide comfort (Niovi et 
al., 2016; Mayo Clinic, 2020).  
It is hard to estimate how much money she had due to no job being listed, but healthcare 
prices could be found. No information for 1959 could be located, but prices in 1955 provide an 
idea of the cost of care. All prices for healthcare are from the year 1955 and reported as averages 
of twenty selected cities (US Bureau of Labor Statistics, 1956, 1962). One of these cities in the 
study was Saint Louis. The averages included numerous Saint Louis establishments in order to 
create an annual average for the city’s prices. A basic visit to a general practitioner would cost 
$3.14 (today’s dollars: $30.31). A home visit doctor’s fee was $4.86 (today’s dollars: $46.91). 
An office visit to an obstetrician that includes the Wasserman test would total $112.50 per visit 
(today’s dollars: $1,085.87). A general surgeon’s fee that does not include anesthetic was listed 
as $159.41 (today’s dollars: $1,538.65). Dental office visits ranged from $4.31 to $4.83 (today’s 
dollars: $41.60 to $46.62). Hospital fees for a private and semi-private room were listed as 
$13.75 and $10.86, respectively (today’s dollars: $132.72 and $104.82, respectively). 
Prescription narcotic liquid was priced at $1.11, while prescriptions that were not narcotics were 
$0.80 (today’s dollars: $10.71 and $7.72). Prescription penicillin in a 24-tablet dose cost $2.81 to 
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fill (today’s dollars: $27.12). Over-the-counter aspirin was sold for $0.63 (today’s dollars: $6.08) 
(US Bureau of Labor Statistics 1956, 1962).  
Traveling around the city to get from the house to the pharmacy could be by personal 
automobile or streetcar. The streetcar fare for cash customers was $0.20 per ride and it cost the 
same with previously purchased tokens and tickets (today’s dollars: $1.93 per ride). Gasoline for 
automobiles cost $0.28 per gallon in 1955 ($2.70 in 2020). Dry cleaning and pressing for one 
dress would cost $1.37 (today’s dollars: $13.44). A single dress for purchase would be priced 
from $2.89 to $8.27 depending on the pattern (today’s dollars: $27.89 to $79.82). Laundry 
services in 1955 cost $9.12 (today’s dollars: $88.03).  Laundry services included washing and 
drying costs and were typically utilized for nicer clothing items (US Bureau of Labor Statistics 
1956, 1962).  
These expenses are important to consider even without knowing whether she held a job 
or had any income at all. In this specific case, not only would care be given through physical 
assistance or accommodation, but it would be coupled with financial assistance. Her 
documentation and inclusion in The Terry Collection means that, at the end of her life, she did 
not have money for a proper burial. It could have also meant that, at the end of her life, she did 
not have family or friends to claim her remains. Inevitably, she ended up being donated to the 
collection by the state. This is because, if the state donated the remains, they would not have to 
pay to bury her. 
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Discussion   
This project’s core was testing the current version of the index of care (IOC) with a 
historical and modern population, that included morgue records for the individual, to see whether 
each prompt would elicit a data-driven response. In addition to examining the compatibility of 
the current IOC results in creating a model of care, the strength of each model was tested to see 
what pathologic conditions produced the strongest model. Pathologic conditions in conjunction 
with morgue records were examined to highlight any specific categories in the records that 
strengthened the models. 
The requirements set forth by Tilley (2019) that establish a need for care were met by 
each individual, creating a model of care. In this study, it is determined that a strong model of 
care is defined by clearly marked pathologic conditions in addition to the inclusion of specific 
morgue record details such as occupation, duration of the illness that caused death, autopsy 
stature and weight, and marital status.  
The current version of the IOC is not compatible with historical individuals who have 
documentation. The study demonstrates a strong correlation between certain pathologic 
conditions and morgue records with details on occupation, duration of the illness that caused 
death, autopsy stature and weight, and marital status that create a strong model of care. 
Index of Care: Step 1 
Mortuary Context Prompts (Tilley, 2019):  
(i) Location of remains. (a) Remains not recovered from cemetery context (describe location). 
(b) Remains recovered from cemetery context (describe location within cemetery, in relation to 
other burials—eg, single/group burial, within main cemetery, on periphery).  
(ii) Deposition of remains (positioning, orientation, grave cut, etc).  
(iii) Preserved grave goods (and placement of these).  
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other burials 
(if possible, within same demographic cohort). 
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The mortuary context prompts were not relevant in terms of a historical collection. 
Understanding that it was meant for prehistoric application, there were limits to the amount of 
information that could be answered literally. Some questions can be amended, or new ones can 
be added to include individuals from historic collections. In this study, the individuals were 
stored in 3 cardboard boxes, although some had 4, and were placed two individuals per metal 
shelf. Items such as dentures were included with at least one individual. Individuals from this 
study also come from two different locations. One location was the Smithsonian’s storage 
building offsite of the museum. Most of the individuals included were located in the museum 
itself for various reasons, mostly having to do with displaying the individual. The free space 
provided at the end of each section is where the data were documented. A question should at 
least be included for remains in a skeletal collection, including the way the remains are stored, 
possible artifacts with the remains, and how the remains are housed within the facility.  
 This section is one of the most inclusive, even though the majority of the data was put in 
the overall comments section. Changes that can be adapted to improve the scope of the context 
include prompts that ask the location of the remains. How are the remains stored? Are they in 
cardboard boxes or on shelves? Are there any associated artifacts that are included with the 
individual (eg, dentures, implants)? Are the remains housed in a temperature-controlled storage 
facility? In the case of the individuals in this study, there were two locations that housed the 
collection. The individuals in the collection at the museum were there for ease of exhibition or 
were deemed to have interesting pathologic conditions. Age was also a factor in determining 
whether the individual was kept at the museum or at the off-site storage facility. A question 
about mortuary treatment of the individual specific to the process of preparation for being an 
anatomical specimen in a collection would also be useful.  
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Physical Environment Prompts (Tilley, 2019): 
(a) Climate (eg, temperature range, seasonal variation, rainfall—implications for shade and/or 
shelter, disease vectors). 
(b) Topography and elevation (eg, coastal, swamp, hilly, mountainous, easy/difficult to 
traverse—implications for managing mobile lifestyle, transportation, etc).  
(c) Vegetation (eg, desert, grassland, sparse/medium/dense forest—implications for access to 
fuel, building materials, food sources, etc).  
(d) Food and water sources (eg, animals, plants, wild/domesticated, reliability of supply, ease of 
access, fertile/barren environment—implications for managing reductions in group productivity, 
cost of care, etc).  
(e) Environmental hazards (eg, unsafe terrain, predatory animals, poisonous reptiles and 
insects—implications for safety/need for protection, etc).  
(f) Access to manufacturing materials (eg, timber [see (c)], stone, clay, hide/textile, metals—
implications for group “wealth,” meeting “costs” of care, etc). 
Physical environment was a challenge to answer. The first question was answered with 
reported weather data for the death year of the individual. Topography did not really apply, other 
than listing the city’s elevation. Vegetation in terms of this study was not relevant because these 
individuals lived in a city. In an attempt to answer the prompts, the need to examine the current 
version with historical data was not specifically mentioned and was relegated to the comments 
section. The remaining prompts were not relevant, other than the environmental hazard of cars, 
unevenly paved roads, and the dirty city streets.  
Improvements to this section can come in the form of rewording the prompts to be more 
inclusive. Topography can be applied to the city or region with prompts for elevation, 
community or city set up, and a description of the area that surrounds the city. It could even be 
split into two sections: the topography before development, and what the area was like during the 
time period of research. Saint Louis streets were notorious for having sinkholes, and that would 
be something that could have a section to record for historical and modern individuals. 
Topography can also be utilized to describe the method of traversing the city. Did the individuals 
have streetcars, railroads, trains, planes, and/or cars? All could be included, because that would 
change the landscape of the city and accessibility. 
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 Recorded natural disasters should have a section, because they impact the community. 
Floods, hurricanes, snowstorms, nor’easters, droughts, and heavy rainfall should all be recorded 
when discussing the physical environment. In addition to what environmental hazards are 
present, a part of the prompt should include things such as pollution, hazardous waste 
management practices, and insects or animals that would transmit diseases. All of the physical 
environmental questions can be opened up to include cities, suburbs, and rural environments, in 
addition to undeveloped land on which people live. The environment in which the individual 
lived would impact access to building materials.  
Economy Prompts (Tilley, 2019):  
(a) Food production / procurement strategies (eg, [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture—implications for potential role of disabled 
individual etc.).  
(b) Ease/difficulty in food procurement/production (eg, abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet—implications for “costs” of caregiving, 
suitability of diet, etc).  
(c) Technologies available, product manufacture and materials employed (eg, tools—stone, 
bone, wood, metal, other; pottery; textiles; other artifacts [domestic, personal]).  
(d) Trade / exchange activities (eg, products of trade, distances involved—implications for 
occupational options, interaction with other communities, exchange of knowledge, etc). 
Improvements can be made by framing these prompts that are inclusive of living in 
various conditions like cities, suburbs, and rural areas. It is important to note that not all 
historical populations had access to clean water or stores. Cultural traditions can also impact diet 
by types of food popularly used, growth and production, and distribution of goods. Cultural 
traditions can also impact housing arrangements along with the wealth of the individual. Nuclear 
families can live in one house or extended families can live together. In the period of this study, 
the houses were often filled with extended family. Families that had rooms would often rent 
them out as a source of income. Housing also comes in many forms, dependent on income or 
even cultural traditions. Prompts that address various types of housing and community set ups 
would be beneficial for recreating the environment of the subject of care. Additionally, prompts 
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that require answers on available technology such as cars, trains, cell phones, and the Internet 
should be noted for the time period. A second section of the aforementioned prompt should be 
medical technology advancements.  
Food security or insecurity should be considered in this section. Individuals in a city 
could be growing their own food in a small garden or a community garden plot. Rural 
communities often raise their own livestock for food, which should be accounted for in the 
prompts. How would a disabled individual access food in the various types of living conditions 
and communities? Rural living would require work around the farm in growing their own food. 
Missing the contribution of an individual due to disability might impact the production of the 
farm or family. Would the individual be able to afford food in a grocery store or markets? 
The trade and exchange prompt could be expanded or rewritten. Bartering for objects in 
historical communities was present. Newspapers would publish personal ads for trade or selling 
items. Radio and television could also impact trade and exchange. How do technologic advances 
create or break down barriers in the economy and trade systems between cities, communities, 
and neighborhoods?  
A prompt should also be included inquiring about any epidemics and pandemics that 
occurred over the time period of the subject’s life. How would these affect the population’s 
workforce and economy? Then, a follow up should be included with another prompt for natural 
disaster, war, terrorism, and any other events that would impact the economy. In addition, the 
technologic advances should be considered when thinking about the economy. Globalization 
could also be a consideration when examining the economy and health conditions.  
Sociocultural Context Prompts (Tilley, 2019):  
(a) Basic lifestyle (eg, mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement—implications for ease/difficulty of care, keeping up 
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with the group, etc). (b) Estimated group size (eg, stable/variable; kin relationships between 
members; ability to provide dedicated care). 
(c) Habitation (eg, cave or rock shelter; temporary/permanent construction [materials—timber, 
stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, other]).  
(d) Social organization (eg, organization of “family” groupings, heterarchical versus 
hierarchical, ascribed/assigned status—implications for understanding group and individual 
identity, social relations—where did the subject “fit”?).  
(e) Role differentiation within the group (eg, basis for differentiation, if any [sex, age, other]; 
division of labor [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below]—implications for understanding role and treatment of subject—where did 
the subject “fit”?).  
(f) Mortuary customs (eg, “standard” funerary treatment; differentiation on basis of age, sex, 
occupation, “status,” origin, disability, other “deviance”—implications for understanding role 
and treatment of individual, etc [this information may have been covered in whole or part in 
Section 3]). 
(g) Other cultural practices (eg, evidence for ritual, religion, diet, dress, artifact/ornament 
production and significance, body modifications [also covered above]—relevance for the 
subject?). 
(h) Sociocultural contacts with other communities (eg, intermarriage, migration, regular 
gatherings, shared ceremonies).  
(i) Violence (eg, within and/or between group; occasional, frequent, systemic; profile of 
“typical” victims [sex, age]; location and severity of injuries sustained; “nature” of violence 
[“personal,” domestic, ritual, acquisitive, other]; weapons used—how might “care” fit with 
“violence”?). 
 Basic lifestyle is another area that can be improved upon so as to be inclusive of 
historical data. Prompts to ask about home style, housing materials, plumbing, electricity, water, 
food preservation technology like a refrigerator, kitchen instruments, and other items with which 
an individual would interact on a daily basis. Social organization would have to include various 
ancestry groups, communities within major cities, religious groups or sects, and other factors that 
would create social groups. In addition, if individuals lived in a religious community, the social 
organization could be different from a democratic city. Democracy, feudal systems, monarchy, 
and dictatorships should all be considered in these prompts because they influence the economy 
and socialization. Social organization should also consider caste systems, class systems, or 
socialist systems. The individual has social groups with whom he or she interacts, and this can 
make their community size different from an overall community population number.  
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Role differentiation should be considerate of the societal norms and prompt the 
researcher to expand upon male and female expectations. This could include occupational 
expectations determined by societal norms. Additionally, not all communities have roles based 
on sex, since some have more than two genders, which is an important consideration in 
understanding the roles in a society. Further information on status-based opportunities should be 
included, since this can inform on upward mobility or jobs available based on the status of the 
individual.  
Leading into a new prompt on mortuary customs based on status, what was deemed a 
“good” death and burial at that time? What was the community’s burial method? This could 
include burials in caskets or eco-friendly caskets, cremation or alkaline hydrolysis, burial at sea, 
mass graves, or even ashes or hair made into jewelry. In addition, did the individual have a 
private burial plot, enter into a mausoleum, a family-owned private mausoleum, or did the family 
keep the remains close by on property or in the house? 
There should be a prompt requiring consideration of other cultural practices such as body 
modification, diet changes in terms of religious holidays or events, and dietary limitations based 
on religious or societal norms. This can also feed into the sociocultural contact with other 
communities. Depending on the community size and type, along with the technology in methods 
of travel, how would this impact migration, marriage, social gatherings, et cetera? In this study, 
the tensions between immigrants, African-Americans, and European-Americans limited the size 
of community and potential partners.  
Violence was broad and, with the abundance of data, it was difficult to be concise in an 
answer. Violence did provide detailed parameters of the question but, with a historical collection, 
violence is not as simple as in prehistoric times. Violence classifications can be between two 
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people, based on ancestral tensions, structural, or institutionalized violence. This section could be 
changed to fit historical data if the questions were altered to account for the sedentary lifestyle in 
the city or in rural communities. In addition to the violence frequency, the advancement in 
technology and mobility should be considered. Governing laws of the historic population’s 
community could lead to differences in the way violence is expressed and carried out. 
Developments in technology like the newspaper and radio or even the television can incite 
violence through the mass dissemination of information. Rioting and looting after a court ruling, 
law change, or natural disaster could be a prompt here. In addition, riots, war, and shootings 
should be included in the violence prompt, so an inclusive snapshot of the community is created.  
Population Health and Disease Prompts by Tilley (2019):  
(a) Group demographic profile (eg, age range, life expectancy [at infancy and postadolescence], 
sex).  
(b) Indicators of health stress (excluding dental health) (eg, rates of linear enamel hypoplasia, 
porotic hyperostosis/cribra orbitalia, Harris lines—how does subject compare?).  
(c) Patterns of dental/oral health (where possible by age group) (eg, wear, cavities, abscess, 
tooth loss—how does subject compare?).  
(d) Degenerative joint disease (eg, location, extent and severity; incidence by age and sex—how 
does subject compare?).  
(e) Trauma and likely cause (eg, frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence). 
(f) Other diseases (eg, congenital; acquired; frequency; patterns in presentation; possible 
cause(s)).  
(g) Evidence suggesting healthcare “custom” [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (eg, indicators of other treatment intervention(s)—additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals). 
Population health and disease had two sections that could be directly answered by the 
data. Group demographic profiles were meant to be answered for the collective group but, in this 
project, individuals came from a large city and were segregated by ancestry and socioeconomic 
status. Historical populations could have various data points for group demographics, such as 
neighborhood, communities segmented by segregation, and socioeconomic status influencing 
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where the wealthy lived (often on the outskirts of the cities). Accounting for the different social 
groups and communities could provide the researcher with additional insights gained through 
prompting thoughts on such matters.  
 The final question asked for evidence that suggested healthcare. Out of all the questions 
in the section, the data from this project best aligned with the final question, since visible healed 
fractures allowed for the possibility of healthcare. In addition to the skeletal evidence, 
documentation on medical practices and medicines are available. Moving forward, this section 
might be better answered with data from a larger sample size allowing for comparison between 
ancestry groups that were split into distinct neighborhoods in the city of Saint Louis.  
Index of Care: Step 2 
Section 1 Clinical Impact by Pathology Prompts (Tilley, 2019):   
Body/Function System (11 in total), potential impact, likelihood, probable/possible symptoms 
and reasoning, severity, duration (estimate/comment), comments. The 11 body function/systems 
are as follows:  
1. (Neuro)musculo-skeletal and movement-related functions/systems.  
2. Sensory functions/nervous system (i): pain (eg, acute, chronic, intermittent).  
3. Sensory functions/nervous system (ii): other (eg, sight, hearing, balance).  
4. Mental functions (eg, intellectual, consciousness, attention, orientation, sleep, emotion, 
language).  
5. Cardiovascular system / function.  
6. Hematological system / function.  
7. Respiratory system / function.  
8. Immune system / function. 
 9. Digestive, metabolic, and endocrine systems / functions.  
10. Genitourinary and reproductive systems / functions.  
11. Integumentary system / function. 
The length of Step 2 varied by the number of pathologic conditions an individual 
demonstrated. Step 2 questions were all based upon one pathologic condition. Once the 
worksheet was completed, the process would start directing the user to the Step 2 homepage to 
add an additional pathology. The process would be repeated for each pathology. Each section 
had to be filled out in order to access the next worksheet. All worksheets per pathology had to be 
completed and saved before accessing the home page for Step 2 or progressing to Step 3. This 
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was frustrating at times due to the desire to go back to correct or add information to a pathology. 
The worksheets cannot be accessed individually, therefore the researcher must click the 
pathology, followed by clicking through the worksheets until the one needing to be addressed 
was located. Otherwise, the section was straightforward with easy-to-answer prompts.  
Section 2: Functional Impact by Pathology Prompts (Tilley, 2019):  
Activities of daily living with ratings for each prompt.  
1. Self-provisioning: ability to manage access to food and drink unaided (eg, independently 
access nearby sources of food and water).  
2. Self-feeding: ability to physically eat and/or drink without assistance (ie, to convey food and 
drink to mouth).  
3. Managing basic personal hygiene/caring for self: (eg, washing, toileting, preserving skin 
integrity; treating infection and managing infection risk)  
4. Basic object manipulation: ability to manage items in the immediate environment—includes 
self-dressing (body temperature maintenance), item retrieval, etc.  
5. Mobility over limited distance: ability to move unaided over short distances (eg, inside and 
around dwelling, out of range of potential hazards).  
6. Control over body position: ability to (re)position body parts as desired without assistance 
(eg, to sit up and transfer body weight from a reclining position unaided). 
Step 3 utilized the answers on the previous worksheets to ask general questions. These 
general questions could be answered for prehistoric and historical individuals. The question 
about specific interventions and technologies was usually relevant. It was difficult to narrow 
down the data to directly answer the prompt, which weakened the model of care being 
established. Death years were the data selected for consistency. Selecting the year of death was a 
way to provide the data required by the prompts. The span of the study that included the years 
1840-1959 was a large amount of time to cover, and also encompassed a great deal of change in 
terms of healthcare and development of the city infrastructure, which made it difficult to pinpoint 
exactly what to include. The individuals in the study reached ages older than 30 years, with many 
living into their 70s. This long life span created vast amounts of potentially vital information, as 
seen in Saint Louis. Attempting to narrow down the time periods by using the death year 
provided direct answers. Going forward, including data from the year of death and midlife would 
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create a more targeted pool of information from which to draw.  
Section 2 (Tilley, 2019):  
Part 2 Instrumental Activities of Daily Living. The instrumental activities of daily living broken 
down into domains with likely activity, possible factors, rating, and a comments section.  
The domains are as follows:  
Basic lifestyle, Economic, 
Domestic, Mobility, Community Life (Other),  
Interpersonal Relations, Learning/Applying Knowledge.   
After this, at the end of the section, the prompt asks “Did the subject likely require health-related 
care?” If answered “Yes—likely that the subject required care,” step three would be the next 
step.  
This section is similar to the section above in terms of directly answering prompts. It was 
broad enough to be able to include historical data in the answers. Learning and applying 
knowledge was the hardest to answer because, for historic populations, this can be expansive. It 
could include public school education, cultural traditions, food provision or growing techniques, 
and so much more. This prompt would benefit from having a more specific goal in prompting 
answers from researchers. This could be split into schooling, trade knowledge, religious 
education in carrying out rituals, and many more elements that would strengthen the model of 
care. Learning and applying knowledge can be impacted by the domain and ability of the 
individual. Providing clear prompts and expanding on the aforementioned possibilities can 
strengthen the model of care.   
Index of Care: Step 3 
Section 1: Care as Direct Support Chart (Tilley, 2019):  
The top of the chart includes headers such as: components of care practice, part of care, 
elaboration/comments, duration, duration comments, effort and resources involved, and efficacy 
of care.  
The columns have 10 different prompts.  
1. Provision of food and water,  
2. Maintaining normal body temperature,  
3. Facilitation of comfort, rest, and sleep,  
4. Ensuring physical safety,  
5. Maintaining/assisting mobility,  
6. Monitoring health status,  
7. Maintenance of personal hygiene/protection of integument,  
8. Physical manipulation, postural adjustment,  
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9. Maintenance of physiologic functioning,  
10. Specific intervention(s) and technologies.  
This section was straightforward in asking the researcher to take the data and apply it. It 
was sufficiently general to apply to prehistoric and historical data.  
Section 2: Care as Accommodation Chart Prompts (Tilley, 2019):  
The row headers are as follows: domain, part of care, elaboration/comments, duration, duration 
comments, effort and resources involved, efficacy of care. The column prompts are numbered in 
order:  
1. Basic lifestyle,  
2. Economic,  
3. Domestic,  
4. Mobility (over distance),  
5. Community life (other),  
6. Interpersonal relations,  
7. Learning/applying knowledge. The chart follows a third step. Elements of the model of care is 
the title of the chart. It has two rows called care element and discussion.  
This was the same as the section above, being simple and clear to answer. The only 
section that proved difficult was that regarding learning and applying knowledge. Suggestions 
for that domain are already discussed. 
Index of Care: Step 4 
Step 4 is split into 3 sections that are titled, Group Agency and the Decision to Provide Care, 
Individual Identity—the Subject as Agent, and Producing a Partial Biography of the Subject 
of Care (Tilley, 2019):  
Section 1 consists of a chart. The columns of the chart are decisions, steps, and discussion.  
The seven rows are as follows:  
1. Determine need for health-related care exists,  
2. Assess considerations for/against care,  
3. Decision to provide care,  
4. Determine and initiate strategies for care delivery (direct support/accommodation),  
5. Implementing and reviewing care practice,  
6. Cease care,  
7. Decide treatment after death. 
  These questions were thought provoking and led nicely to the end of the step where a 
model of care is created. The format of this was simple to use, with a large textbox providing 
space to put notes and develop thoughts about the group around the individual. Group thought 
and the decision to provide care is important to understanding the community’s view on the 
individual.   
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Step 4 section two comprises two charts (Tilley, 2019):  
The first chart is titled, “The Subject-Evidence and Inference” and it has two columns with 5 
rows. The columns read, “Domain and Evidence” and “Inference (Observations and 
Comments).”  
The five rows are as follows:  
1. Basic physical characteristics,  
2. Social indicators,  
3. Pathology(ies) and likely impact(s),  
4. Care received,  
5. Lifeways opportunities and constraints.  
The second chart is titled “Experience of Disability and Care—the Subject’s Perspective.” The 
two columns are titled “Question and Adaptation” and “Answers and Comments.”  
There are ten rows of questions.  
● What does the subject’s survival with disability suggest about his or her personality and 
motivation?  
● What was the likely (quality of) relationship between subject and carer(s)?  
● Does the subject’s ability to obtain care suggest any particular personality characteristics?  
● Is there evidence for other cases of care in the group? If so, how do “cases of care” compare? 
What was required from the subject in terms of cooperation in his or her own care?   
● What does cooperation suggest in terms of, eg, level of function, personality traits?   
● Were different care options available in this case? If so, which was likely adopted, and did the 
subject possibly influence this choice? If so, how?  
● To what extent did disability affect the subject’s ability to perform the same activities as those of 
his or her cohort?  
● How may this have affected the subject’s self-perception and perception by others?  
● What might be the answer to the above question where opportunities to participate in alternative 
activities of equivalent value were available? 
● Where care included assistance with “self-maintenance” (eg, toileting, postural positioning) 
involving intimate interventions (eg, washing, massage) how might this affect self-esteem?  
● Following from this question, what might long-term survival in this dependent state suggest 
about a severely disabled subject? About his or her relationship with carer(s)?   
Part 3 consists of one question: “Who was the subject of care?” 
Step 4 took all of the information entered in the previous steps and put it together. This 
step provided clear prompts that were broad, and this section was the most inclusive of the data. 
Data were no longer put in the general observations and comments, but now had a place beside a 
prompt that was relevant.  
Part 2 was about the experience of disability and care from the individual’s perspective. 
This section had broad questions that worked well with the data. Alongside of the questions was 
space for the answers, adaptations, and comments that allowed for critical thinking in regard to 
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how the individual experienced disability, from possible personality changes, to his or her 
relationship with other people.  
The next and final step was part three, with a large textbox to answer the prompt. Above 
the prompt was an interpretation of the prompt. It asks the researcher to consider if the subject of 
care walked into the room, what would he or she look like? How would the subject walk? This 
made the researcher personify the subject of care and envision him or her as someone in the 
same room as the researcher. In addition, it prompts researchers to think about how well they 
would know the subject of care through their research. This was the most challenging part to 
complete, but also the most rewarding. Leaving this as broad as possible is beneficial, because it 
allows for the freedom to fill in information without limitation of a worksheet or specifics, while 
still drawing on the huge background amassed through prior research. 
Overall Thoughts on the Biographic Care Models 
The journey to reach the final step was long, and many of the sections had questions that 
were not relevant; however, it did produce a model of care for each individual. Admittedly, 
attempting the first IOC of this project was overwhelming due to my initial hesitancy to convert 
data from the human skeletal remains and morgue records into a biography. Throughout 
academia, it is taught to never diagnose or interpret too much. It seemed, at first, to be a bit of an 
ethical dilemma going against academic standards. That said, the ultimate goal in pursuing this 
research is noble—to highlight disability and impairment in the bioarchaeologic record; so, in 
order to complete this project, a biography of each individual had to be made. Personification of 
the subject was crucial to correctly completing this model.  
The wealth of knowledge gained through studying the individual, the time period, and the 
city of Saint Louis allowed for the creation of a biography. This biography was grounded by 
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facts regarding the course of the pathology and morgue records that provided information on 
marital status, birth and death year, height and weight, occupation, the state in which the 
individual was born, cause of death, and the duration of the illness that caused the end of life. 
The prompts in step 4 helped create the biography, allowing for the consideration of things that 
normally would not be considered in writing an osteological profile.  
The importance of the model of care in biographic form is that it forces the researcher 
and reader to visualize the world in which the subject of care lived. In addition to how the 
individual experienced life with this disability, it provides a visualization of the care received 
and the caregivers involved. The biography also creates a discourse with the public because it 
has the ability to be understood by scholars from all fields. Not only does the model of care 
provide insight into disability experiences in the past, but it initiates a conversation today that 
contributes to fields such as disability studies, medical anthropology, gender studies, and more.  
Pathologic Conditions and Documentation  
 Examining eight models of care allowed for comparison of pathologic conditions and 
documentation. The pathologic conditions creating the strongest models of care were diffuse 
idiopathic skeletal hyperostosis, rickets, dwarfism, and syphilis. The reason for this is because 
these pathologic conditions had a clear onset and progression that offered a timeline congruent 
with the requirements of the IOC prompts. The aforementioned pathologic conditions, in 
conjunction with specific information on occupation, duration of illness that led to death, stature, 
weight, and marital status, provided the strongest models of care.  
The morgue record information greatly contributed to the model of care. Occupation, 
when listed, was researched to create an estimation of the annual income for that individual. 
Estimated annual income, in addition to the prices of food, transportation, medical care, and 
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over-the-counter medical prices, assisted in recognizing both the cost and accessibility of care. If 
the individual was married, this could indicate a potential caregiver amongst other potential 
caregivers such as friends and extended family.  
Documented stature and weight at autopsy provided the general build of the individual, 
creating a snapshot of his or her appearance. It also helped to understand possible perceptions 
that people in the community had of the individual due to physical appearance. The duration of 
the illness that caused death contributed a minimum time period in which people around this 
person could have provided care. Together, all this information provided the strongest results. 
The results of the case can differ with additional information or perspectives brought by different 
researchers. Such perspectives do not make a current model wrong; rather, they allow for the 
model to grow through time and shift with new information or assessments.  
Future Directions 
         A historical individual with morgue records, in addition to historical data, requires a 
significant amount of time to be spent in creating a model of care with US Census data. 
Collecting all the information in step 1 for the historical population was a long, arduous process. 
When precisely following the current IOC, much information is lost in multiple areas, since the 
IOC neither asks nor considers many pertinent questions. The current version of the IOC is, 
however, a great springboard for developing a new IOC specifically for historical individuals. 
This new creation would allow for the possibility of more detailed information accounting for the 
change in lifestyle, community, and pathologic treatment, due to technologic advances. Future 
doctoral research will be an extension of this project and include at least two collections a) the 
remaining individuals from The Terry Collection and b) a more modern skeletal collection to be 
determined. 
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Conclusion 
This research took the index of care (IOC) and tested it on historical data, a test that has 
not been previously conducted. Piloting an experiment to utilize a method meant for assessing 
care in prehistoric populations was rewarding. The individuals in The Terry Collection were 
donated by the state, and it was important to ensure this study treated each person with the 
utmost respect. Their contribution to the bioarchaeology of care and disability studies will be 
impactful.   
The models produced were informative, but may well prove comprehensively different 
with the passing of time and with new individual researchers performing the method. The results 
are reliable when all parts are diligently completed and the information gathered supports all the 
contexts that must be considered and examined. A model can change with additional knowledge 
gained about the time period and the available care or medical interventions present at the time 
of study. Researchers who complete IOCs to produce models of care will find that individual 
cultural and world views may well influence the final step of the biography. Throughout this 
project, a pattern of how information was presented was unintentionally created. Emerging 
patterns create almost an outline of how the researcher will fill out other IOCs for individuals in 
the research.  
It is also of importance to note the number of collaborating researchers who bring various 
worldviews when creating the model of care. Individual researchers can complete the IOC and 
have an accurate model, but this method is open to multiple scholars, possibly even 
interdisciplinary scholars, working together. These models derived by a group of researchers or a 
single researcher would alter the outcome of the model of care, but would not make existing 
models incorrect. When looking back on doing the IOC for these eight individuals, the 
  111 
biographic model of care can only be improved by future research. The model creates a 
discussion centered on skeletal information and medical information on pathology. The 
interpretation of these hard facts is what creates the model of care, and it only strengthens the 
results when other scholars contribute through discussion or addition of new information.  
 Continuation of this project will be part of the doctoral research applying all the skills 
and knowledge learned to the remaining individuals from The Terry Collection. Further, an 
additional historical or modern collection will be utilized to test a new IOC built for individuals 
who are historical or modern. It is important to continue to shed light on disability and care in the 
bioarchaeologic record. Bioarchaeology of care is an interdisciplinary field with a great potential 
to impact many other fields and lives today.   
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Appendices 
Index of Care - Step 1-FS233 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS#233 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
European Male. Aged 37.  
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present in one piece 
 
Left Ear: Incus, Right Ear: Malleus 
Lesion on the occipital. It is healed 
over leaving a small hole on the 
inside and outside of the cranium. It 
is located at the meeting of the 
lambdoidal suture and sagittal 
suture.  
 
Hyoid  
 
Present but fragmented 
 
  
 
Left Clavicle  
 
Present 
Porosity on both acromial and sternal 
ends 
  
 
Left Femur  
 
485mm. Present 
Midshaft has 2 bilateral bone 
growths that grow in an outward yet 
proximal path. Along the lateral 
supracondylar line there is a small 
growth that looks like two separate 
growths. 
  
 
Left Fibula  
Present but fragmented. The head 
and neck are separate.  
 
Looks like a clean cut. No 
measurement 
 
 
Left Foot 
 
Present 
 
 
 
Left Hand 
 
Present 
 
 
 
Left Humerus 
347mm Present Porosity on humeral head and neck 
with an odd pattern (more of this 
than the right). 
 Present  
  122 
Left os coxae    
 
Left Radius 
262mm. Present Damage due to handling  
  
 
Left Scapula  
Present 
 
Broken off os acromion. Porosity on 
acromion and under the glenoid 
fossa and scapular neck. 
 
 
Left Tibia 
400mm. Present Discovered interesting pattern at 
proximal end 
  
 
Left Ulna 
275mm. Present  
  
 
Mandible  
 
Present 
 
  
 
Patella (Left + 
Right) 
 
Present 
 
  
 
Ribs 
Present 
 
Fragmented 
 
 
Right Clavicle  
Present 
 
Porosity on both acromial and sternal 
ends 
  
 
Right Femur 
 
Present 
Smaller bone growth on the gluteal 
tuberosity or linea aspera. 
  
 
Right Fibula  
Present but fragmented 
 
The head and neck of the proximal 
end look as if they were cut off 
  
 
Right Foot  
 
Present 
 
Bone dust and damaged due to 
handling  
 
Right Hand  
 
Present  
 
Damaged from handling  
 
Right Humerus 
 
Present 
 
Porosity but to a lesser extent then 
the left.  
 
Right os coxae 
Present 
 
 
  
 
Right Radius  
Present 
 
Damage due to handling 
 
 
Right Scapula  
 
Present 
Porosity on acromion and under the 
glenoid fossa and scapular neck. 
 
Right Tibia 
Present Porosity at proximal and distal ends.  
  
 
Right Ulna 
Present Ulnar Tuberosity robust and lipping 
on olecronon.  
  
  123 
 
Sacrum 
Present 
Coccyx: Present 
 
Coccyx is fragmented. 
  
 
Spine 
Cervical: 7 
Thoracic: 12 
Lumbar: 5 
Fusion of 3 verts C6+C7+T1 
 
 
Sternum  
Present 
 
Corpus Sterni and xiphoid process 
fused with manubrium separate but 
present.  
  
 
Skeletal elements: additional comments/observations 
Bass Method Stature Ranges from 177cm to 183cm, but the Femur and Tibia gave a range of 
178-179cm. 
Cribria Orbitalia was present on both right and left orbits. Porotic Hyperostosis No. Linear 
Enamel Hypoplasia Yes.  
(iv) Teeth recovered - Maxilla 
Right Maxilla: RI1, RC1, RPM3, RM3 are all in occlusion with a crypt for RI2, RPM3. No crypt for 
the other two molars. 
Left Maxilla: LI1, LI2, LC1, LPM3, LPM4, LM2, LM3 are all in occlusion.  
(iv) Teeth recovered - Mandible 
Medial and Lateral Incisors on both sides are resorbed. In occlusion: RC1, RP3, RP4, RM2, RM3, 
LP4,LM3. 
Dental aspects: additional comments/observations 
Linear Enamel Hypoplasia: None in mandible. 2 in Maxilla (RI1 and RC1). 
Dental Caries: Five mandibular and 5 maxilla. 
(v) Section 1: The Individual - additional comments / observations 
Smithsonian Information: Stature 1727mm, 1.727 meters which is 5 foot and 7 inches rounded 
up. Exact number would be 5 feet 6660105 inches (Taken at autopsy). Weight 70.5 KG. Weight 
155 pounds.  
Pathology: Syphilis 
Occupation listed on death certificate: Day laborer  
State of Birth: Louisiana 
Status: Single 
COD: CNS LEUS 
DC Duration: N/A 
Chron Age: 37 
DC Age: N/A 
YOB: 1887 
DC YOB: N/A 
Died:  1924 
(vi) References/sources 
 Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
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Vert Fusion  C6+C7+T1 fused Completely fused  
Cranium  Lesions and hole in 
occipital  
Healed with the hole 
remaining open  
Sign of Syphilis 
    
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not relevant/no 
apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
N/A N/A 
 
General comments / observations 
N/A 
(iii) Generalised indicators of health stress  
 Linear Enamel Hypoplasia present, CB present,  
(iv) Individual Pathologies 
Pathology #1: Diagnosis Syphilis 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 This individual was diagnosed by a doctor with syphilis 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 The absence of Hutchinson teeth even though the teeth are in poor condition there is no 
sign of this. Hutchinson teeth are typical of congenital syphilis. Therefore, it was contracted 
sexually or by touching sores of an infected person (Luey, 1943).  
(d) Estimated pathology duration 
  Changes to the bone in non-congenital syphilis can occur as soon as 3 weeks after 
infection or as soon as the second stage of syphilis occurs from 6-12 weeks. Without medical 
intervention syphilis can be present and lay dormant for decades even until the individual died. 
This individual did have cause of death listed as CES LUES which means syphilis. In my 
estimation this individual could have had it for a month to years for the morphological changes.  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 This person was not born with it and acquired it later in life. It was active to change bone 
morphology and be the cause of death.  
(f) General comments/observations 
The syphilitic osteitis on the cranium is an uncommon complication of early syphilis 
(Haung et al., 2007). Cranial lesions can be overlooked because patients may complain of 
headaches or other symptoms. It is known that the initial stage takes 3 or more weeks to display 
symptoms and secondary syphilis occurs 6-12 weeks after (Luey 1942 and 1943). 
(g) Specific pathology references 
Mortuary Context 
(i) Location of remains 
The Remains are Located at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
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The remains are contained in two cardboard boxes that include all bones. The head is in a 
separate cardboard lid with foam donut to support the skull. The mandible is often included in the 
same cardboard lid as the skull but can also be separate from the cranium. Often included in the 
cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for storage 
sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in relation 
to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
(v) Section 3: Mortuary Context - additional comments/observations  
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
 In 1924 a severe ice storm was reported and even made the historic weather report for the 
20th century. The storm consisted of snow, sleet, and rain lasting for 4 days. This storm covered 
much of the state in a layer of sleet and ice for a minimum of 15 days (Missouri Climate Center, 
2020).  No other significant weather events were reported for this year.  
 Temperature average for the year is reported as 54.5 degrees Fahrenheit. Winter average 
is reported as 35.5 degrees, spring 52.6 degrees, summer 75.6 degrees, and fall is 59.1 degrees 
Fahrenheit (National Weather Service, 2020). Snow accumulation for the year was 25.2 inches. 
Precipitation in total was reported to be 36.51 inches for the year (National Weather Service, 
2020).  
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
 At this point in time St. Louis was a bustling city with cars on the road causing 
congestion.  
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farm land developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access to 
fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River 
(Sandweiss, 2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, ease 
of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
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Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals - 
implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture - implications for potential role of disabled 
individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores. Railroads, street cars, and automobiles 
were utilized. 
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources 
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
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multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in the 
city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, other]; 
division of labour [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below] - implications for understanding role and treatment of subject - where did 
the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, sex, 
occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role and 
treatment of individual etc. [this information may have been covered in whole or part in Section 
3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009). It is unknown if the 
city morgues would also be segregated but it is important to note.  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along with 
racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in the years 1919 to 1921 was listed as 56.4 years but it can vary based 
on ethnicity, socio-economic status, and the type of jobs held (Fontana and Keene, 2009; 
Sandweiss, 2001, US Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, abscess, 
tooth loss etc. - how does subject compare?) 
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 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
  N/A  
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  N/A 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources  
STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts:  
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
Index of Care - Step 2- FS233 
Section 1 : Clinical Impact  
Pathology #1 - Syphilis 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
(possible
, prob, 
Not 
Indicate
d) 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comme
nt) 
 
Commen
ts 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
Yes 
 
Possibl
e 
 
 
 
 
 
 
  
 
  
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes 
 
Possibl
e 
 
 
 
 
 
 
  
 
  
3. Sensory Yes      
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functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
 Possibl
e 
      
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, sleep, 
emotion, language 
Yes 
 
Possibl
e 
 
 
  
 
 
 
  
 
  
5. 
Cardiovascular 
system / 
function 
No Not 
indicate
d 
 
 
  
 
 
 
  
 
  
6. 
Haematological 
system / 
function 
Yes 
 
Possibl
e 
 
 
  
 
 
 
  
 
  
7. Respiratory 
system / 
function 
Yes Possibl
e 
 
 
  
 
 
 
  
 
  
8. Immune 
system / 
function 
Yes 
 
Possibl
e 
 
 
  
 
 
 
  
 
  
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
No 
 
Not 
Indicate
d 
 
 
  
 
 
 
  
 
  
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
Yes 
 
Possibl
e 
 
 
  
 
 
 
  
 
  
11. 
Integumentary 
system / 
function 
Yes 
 
Possibl
e 
 
 
  
 
 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
 
References/sources 
 
Potential for interaction between symptoms identified above 
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Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
 
Symptom change over disease course 
  
Symptom interaction (implications) 
  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
 
References/sources 
 Part 4: Identify possible/probable interactions between 
different pathologies 
 
Interacting pathologies and/or symptoms 
 
Nature and outcomes of possible / probable 
interactions 
  
 
Step 2 - Part 4: Additional comments/observations 
N/A 
 
References/sources 
N/A 
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Section 2 : Functional Impact 
Pathology #1 - Syphilis 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating: Capable, Not 
Capable, 
Unknown/Uncertain 
 
Observations 
1. Self-provisioning: ability to 
manage access to food and 
drink unaided (e.g. 
independently access nearby 
sources of food and water). 
Capable 
 
 
  
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to 
convey food and drink to 
mouth). 
Capable 
 
 
  
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating 
infection and managing 
infection risk) 
Not Capable 
 
 
  
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), 
item retrieval etc. 
Capable 
 
 
 
5. Mobility over limited 
distance: ability to move 
unaided over short distances 
(e.g. inside and around 
dwelling, out of range of 
potential hazards etc.) 
Capable 
 
 
 
6. Control over body position: 
ability (re)position body parts 
as desired without assistance 
(e.g. to sit up and transfer 
body weight from a reclining 
position unaided). 
Capable 
 
 
  
 
Section 2 - Part 1: Additional comments/observations 
  
References/sources 
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Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
1. Basic lifestyle Could possibly 
hold a job to 
provide for the 
family. Could 
be 
independent 
until the 
syphilis took 
over. 
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
2. Economic Could have a 
job to provide 
financial 
stability until 
contracting 
syphilis. 
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
3. Domestic N/A 
 
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
4. Mobility No direct issue 
here  
 
  
Able to 
participate 
 
  
5. Community life 
(other) 
Syphilis would 
make it hard 
to connect and 
be active in 
this sphere 
 
  
Able to 
participate 
They would be able to 
participate until they 
contracted syphilis. 
  
6. Interpersonal 
relations 
 
Body image 
could 
influence 
perception of 
the individual 
by others in a 
negative light.  
 
  
 
Able to 
participate 
 
  
7. 
Learning/applying 
knowledge 
N/A  
  
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
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Section 2 - Part 2: Additional comments/observations 
  
References/sources 
Final comments/observations- Yes they needed care during the initial 
active period of syphilis  
  
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
Index of Care - Step 3- FS233 
Pathology #1 - Syphilis 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comme
nts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
 
1. Provision of food 
and water 
Probabl
e 
 
Syphilis can come 
with headaches, 
strokes, meningitis, 
hearing loss, loss of 
vision, dementia, 
loss of pain and 
temperature 
sensations, 
incontinence.  
Onset 
until 
death 
 
Onset 
until 
Death, 
the 
individua
l did pass 
away 
from 
syphilis. 
 
 
 
 
 
2. Maintaining 
normal body 
temperature 
Probabl
e 
 
 
 
Onset 
until 
death 
 
 
  
 
  
 
  
 
3. Facilitation of 
comfort, rest and 
sleep 
Probabl
e 
 
 
 
Onset 
until 
death 
 
 
  
 
  
 
  
 
4. Ensuring 
physical safety 
Probabl
e 
 
 
  
Onset 
until 
death 
  
 
  
 
  
 
  
 
5. 
Maintaining/assisti
ng mobility 
Possible 
 
  Onset 
until 
death 
 
 
  
 
  
 
  
 
6. Monitoring 
health status 
Probabl
e 
 
 
  
Onset 
until 
death 
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7. Maintenance of 
personal 
hygiene/protection 
of integument 
Probabl
e 
 
 
 
Onset 
until 
death 
 
 
 
 
 
 
 
 
8. Physical 
manipulation, 
postural 
adjustment 
Probabl
e 
 
 
 
Onset 
until 
death 
 
 
 
 
 
 
  
 
9. Maintenance of 
physiological 
functioning 
Probabl
e 
 
 
  
Onset 
until 
death 
  
 
  
 
  
 
  
 
10. Specific 
intervention(s) and 
technologies 
Not 
Relevan
t 
 
 
 
 
 
 
 
 
 
 
 
 
Step 3 Section 1: Additional comments/observations 
  
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/comme
nts 
 
Duration 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
 
1. Basic lifestyle 
Possibl
e 
 
During the time 
when syphilis is 
presenting/ is 
infectious this would 
have an impact on 
this sphere. 
  
Onset 
until 
Death, 
the 
individu
al did 
pass 
away 
from 
syphilis. 
 
 
 
 
 
  
 
2. Economic 
Possibl
e 
 
During the time 
when syphilis is 
presenting/ is 
infectious this would 
have an impact on 
this sphere. 
  
Onset 
until 
Death, 
the 
individu
al did 
pass 
away 
from 
syphilis. 
 
 
 
 
 
 
 
3. Domestic 
Possibe 
 
During the time 
when syphilis is 
presenting/ is 
infectious this would 
have an impact on 
this sphere. 
  
Onset 
until 
Death, 
the 
individu
al did 
pass 
away 
from 
syphilis. 
 
  
 
 
 
 
 
4. Mobility (over 
distance) 
Not 
Relevan
t 
 
During the time 
when syphilis is 
presenting/ is 
infectious this would 
have an impact on 
this sphere. 
  
 
 
 
 
 
 
 
 
 
5. Community life 
Possibl
e 
During the time 
when syphilis is 
Onset 
until 
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(other)  presenting/ is 
infectious this would 
have an impact on 
this sphere. 
  
Death, 
the 
individu
al did 
pass 
away 
from 
syphilis. 
 
6. Interpersonal 
relations 
Possibl
e 
 
During the time 
when syphilis is 
presenting/ is 
infectious this would 
have an impact on 
this sphere. 
  
Onset 
until 
Death, 
the 
individu
al did 
pass 
away 
from 
syphilis. 
 
 
 
  
 
  
7.Learning/applyi
ng knowledge 
Not 
Relevan
t 
 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations 
  
References/sources 
  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
Financial Assistance, monitoring of health 
(including any possible heart conditions), 
assistance with daily activities if needed.  
The individual will express outward symptoms 
of syphilis like a rash and other unseen 
symptom that will require care or assistance. I 
see this person being largely independent until 
the syphilis flared up. I can see more financial 
support than physical, but it is possible.  
 
Additional comments and observations. 
Index of Care - Step 4- FS233 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
Syphilis would have been well known and recognized even 
prior to 1909 when there was no diagnostic test to 
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diagnose an individual with syphilis. Even with the 
invention of the Wassermann test in 1909 it was utilized 
until several years after.  
2.  Assess considerations 
for/against care 
This individual was a male widower who worked as a day 
laborer and would provide for his family. His average 
weekly salary would be $33 dollars in 1924, adjusted for 
inflation would be $499.20. He contributed to paying 
house fees, food costs, and anything else that an average 
family needs. I believe that he was cared for so he could 
go back to providing a source of income for the family.  
3.  Decision to provide care The family would decide to care for the individual while he 
visibly displayed symptoms of syphilis which would have 
left him probably unable to work until his physical 
symptoms went away. This could mean family members 
assisting financially or donating any home remedies or 
medication they had to him.  
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
This would be direct support financially but also if his boss 
allowed him time off to accommodate him in the initial 
stages of the illness that would be considered direct but 
also accommodation.  
5.  Implementing and reviewing 
care practice 
The implementation of care would be when he displayed 
the signs of syphilis until the symptoms stopped.  
6.  Cease care When the individual no longer displayed symptoms and 
cold return to work and his position in the household. 
7.  Decide treatment after death N/A 
 
 
References: Baumann et al., 2011. Burnham, 1971. US Bureau of labor Statistics 
 
General comments/observations  
 
Question 
 
Observation 
  
 
Group agency overview 
  
Syphilis can come with headaches, strokes, meningitis, hearing loss, loss of vision, dementia, loss 
of pain and temperature sensations, incontinence. 
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Section 2 - Individual identity - The subject as 
'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. At autopsy he measured 1727mm, 1.727 meters, 5 foot 6 
inches tall. He weighed 70.5KG which is equal to 155 pounds. 
2. Social indicators He would have been a contributor to the families income if 
not the main source of income. 
3. Pathology(ies) and likely 
impact(s) 
Visible rashes and sores would have impacted him.  
 
4. Care received Financial support would have likely been the care given 
 
5. Lifeways opportunities and 
constraints 
His life would not have been impacted until he expressed 
symptoms of syphilis. 
 
Additional comments/observations 
  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s survival 
with disability suggest about 
their personality and 
motivation? 
The individual would have remained independent until 
getting diagnosed with syphilis. IT would have been visible for 
others to see impacting their personality or motivation. 
Syphilis in addition to causing sores and rashes it could also 
cause weight loss.  
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
Those who provided care were probably family, friends, and 
neighbors who lived in the building with him.  
 
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
During the initial time of infection, it might not go noticed. 
The rash might clue those around him that he needs care. 
This would come from the people he had the most contact 
with because they would be able to observe changes to his 
skin.   
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
cooperation suggest in terms of 
e.g. level of function, 
personality traits, etc?  
Not much was required other than putting aside ego and 
embarrassment  
 
Were different care options There was a test for syphilis developed in 1909 as a 
  139 
available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
diagnostic tool but it was unlikely, he could have afforded the 
test let alone the minimal prescription treatments if they 
were available. Influencing his choice to try treatments would 
have to come from having the financial means to do so.  
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
The rash and ease of spread of syphilis would make it hard 
for the person to interact and preform activities with their 
cohort. The rash would be all over and highly visible which 
might deter people from being around him.  
 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were 
available? 
He would be able to be independent until he contracted 
syphilis and as a white male day laborer he could have been 
the only bread winner of the family. So if he did not work it 
would have hurt the family financially.  
  
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
N/A 
 
Following from this question, 
what might long term survival in 
this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
The spread and control of syphilis with no real treatments 
that were widely known and provided by the government 
until the 1940’s left people to cope with this disease. The 
outward appearance would have made it difficult to care for 
someone because those wounds could spread the infection 
by touch.  
  
 
Additional comments/observations 
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter.  
This individual was a white male born in 1887 in Louisiana. There are no records 
on when he came to live in St. Louis, but it is known he passed away in the city or 
surrounding counties because of his inclusion in the Terry Collection. He died in 1924, at 
the approximate age of 37. He also had three fused vertebrae C6, C7, and T1 were fused 
at time of death. The cause of death being ruled as syphilis. Normally syphilis would not 
show in the skeletal remains unless they had it long enough to develop skeletal changes 
and this individual demonstrates bone alteration that is a characteristic of syphilis 
(Tipple, 2015). On his death certificate he was listed as a day laborer. 
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         This individual did not display symptoms of congenital syphilis and therefore 
contracted it later in life. Syphilis was able to be diagnosed in 1909, and prior to then 
there was no definitive test for successful diagnosis.          
During his lifetime he survived pandemics, like the 1918-1919 influenza 
pandemic that killed 50 to 100 million people. In addition, occasional outbreaks of 
diphtheria, cholera, tuberculosis were not uncommon in St. Louis. No cure was found, 
but a diphtheria antitoxin was introduced in the 1890’s and led to physicians using 
morphine, digitalis, and over the counter aspirin to relieve pain. Pain relief came at a cost 
and as it would have to be purchased on top of  paying rent, electricity, gas, coal, and 
other unexpected expenses. It is unknown if he had a family that he lived with or he 
rented a room in a house. The only knowledge is what is listed on the morgue records 
provided by Niovi et al., (2016).  
         At autopsy he measured 1727mm, 1.727 meters, 5 foot 6 inches tall. He weighed 
70.5KG which is equal to 155 pounds (Niovi et al., 2016).  Life expectancy in 1919-1921 
was estimated to be about 56.40 years of age (Fontana and Keene, 2009). His job was 
listed as a cabinet maker, which falls into carpentry in the US report on wages. In 1924, a 
day laborer would make $0.75 per hour in St. Louis, as reported by the National Bureau 
of Labor Statistics (1929). Census data provides an estimate of hours worked per week as 
44. The estimated total earned for the average hours worked would be $33 dollars. That 
$33 dollars adjusted for inflation is $499.20. It is important to remember that the 
individuals in this collection were of low socio-economic status and these averages 
include all skilled and unskilled laborers. Therefore, the money estimated could well be 
higher than what he earned, or less if his disease interfered with his ability to work. 
         To provide an idea of possible expenditures for food related items, the prices of 
select items were chosen to assist in building this model of care. Beef by the pound cost 
$0.21 to $0.39 depending on the cut, adjusted for inflation beef would have ranged from 
$3.18 to $5.90. A pound of bacon cost $0.37 and adjusted for inflation was $5.60. Butter, 
cheese per pound and fresh milk per quart were priced at $0.52, $0.35, $0.14 
respectively. Adjusted for inflation the prices would be $7.87, $5.29, and $2.12 in the 
same order. Coffee and tea were priced at $0.43 and $0.71 with the adjusted totals being 
$6.50 and $10.74. Potatoes, sugar and rice per pound would cost $0.03, $0.09, and $0.10. 
Today it would cost $0.45, $1.36, and $1.51 respectively (US Bureau of Labor Statistics, 
1929). These are just a few examples of the price of food items during the year of death. 
It is unknown what he could afford as his annual income was an estimation. Providing 
costs of food adds another piece of the puzzle to understand various parts of cost of 
living. Keeping in mind that it was typical at this time to live with extended family or 
boarders that would require more food to be purchased. 
Household bills also need to be considered, such as rent in addition to the prices 
below. Gas prices for a house were listed as $1.00 in 1924 and would be $15.13 today. 
Coal prices ranged from $15.45 to $16.90, today that would equal $233.72 to $255.65. 
Electricity bills would range from $99 to $100 dollars a year in 1924. Today those bills 
would cost $1,497.61 to $1,512.74 (US Bureau of Labor Statistics, 1929, 1930). Finding 
over the counter medicine costs for the 1920s proved to be a challenge but with the costs 
mentioned above, losing the stream of income even for a short period of time could cost 
the individual to miss paying bills or even meals. 
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In conclusion, those around him during the period of care when he displayed the 
external symptoms of syphilis would have to compensate for him missing work. It is 
possible he could have worked through the visible symptoms but for the model of care it 
is important to explore all possibilities. The syphilis rash can present as pustular, 
papulosquamous (scaly and hard in appearance), or condyloma lata (smooth, white 
painless warts), or a combination of the types listed. The rash can take weeks to months 
to dissipate. A month of wage losses using the evidence above would mean the family 
would have to supplement $132 dollars in lost wages, today that would be $1,996.81. He 
would not have required long term accommodation and support for syphilis but would 
need friends and family to help and assure that the needs of the family were met. Modern 
cost of care includes understanding time and money people contribute to care for the 
individual who needs it.  
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Index of Care - Step 1- FS689 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS689 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
This individual was an 88-year-old African American Female. No weight recorded. Bass stature 
has a wide range 140cm-162. 
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present  
Right Ear bones all three. Left ear 
bones only the malleus. 
Styloid Process present.  
Abscess in maxilla inside and out 
 
Hyoid  
 
Present  
In one piece 
  
 
Left Clavicle  
 
Present 
 
  
 
Left Femur  
Not Measured. Present. Left- femur fracture proximal 
femoral head in place fully healed 
but not aligned it is shifted 
surrounded by bone 
 
Left Fibula  
Not Measured. Present.  
 
Fibula: both are missing an end. The 
right is missing the proximal end and 
the left is missing the distal end  
Right tibia missing distal end  
 
Left Foot 
Present  
 
 
Left Hand 
Present  
 
 
Left Humerus 
310mm. Present. Both heads have bone growth and it 
looks like its smooshed. 
 
Left os coxae 
Present No pubic symphysis. Breakage 
completely broken off at ischial 
spine and iliopubic ramus.  
 
Left Radius 
245mm. Present. Ok aside from tiny porosity below 
radial head. 
 
Left Scapula  
Present. 
 
Missing os acromial 
 
 251mm.  Present.  
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Left Tibia   
 
Left Ulna 
263mm. Present.  
  
 
Mandible  
Present.   
  
 
Patella (Left + 
Right) 
L: Present 
R: Present 
 
 
  
Ribs Present Lots of ossified cart and maybe rib 
ends were ossified with it.  
 
Right Clavicle  
Present  
  
 
Right Femur 
Present Right-Femoral neck fracture-right 
femur, the femoral head points 
posterior healed but not aligned 
 
Right Fibula  
Present 
 
Fibula: both are missing an end. The 
right is missing the proximal end and 
the left is missing the distal end  
Right tibia missing distal end  
 
Right Foot  
Present  
 
 
Right Hand  
Present   
 
 
Right Humerus 
Present Both heads have bone growth and it 
looks like its smooshed.  
 
Right os coxae 
Present 
 
No pubic symphysis very light weight 
  
 
Right Radius  
Present 
 
Ok aside from tiny porosity below 
radial head. 
 
Right Scapula  
Present 
 
 
 
 
Right Tibia 
Present 
 
 
  
 
Right Ulna 
Present 
 
 
  
 
Sacrum/ Coccyx 
Sacrum: Present 
Coccyx: Present 
 
  
 
Spine 
Cervical: 
Thoracic: 
Lumbar: 
Fusion?: yes  
Fused Lumbar verts (L2-L5). L5 Fused 
to sacrum. 
 
Sternum  
Manubrium: Present 
Corpus Sterni: present 
Xiphoid Process: present 
All Present but the manubrium is 
separate from the other two. 
  
Skeletal elements: additional comments/observations 
Cribria Orbitalia: Yes. Can’t really see in left but felt. See in right and feel it.  
Porotic Hyperostosis: No 
  144 
(iv) Teeth recovered - Maxilla 
 Right: Canine frag 
 Left: Canine and molar frag 
 Not in occlusion: loose molar 
 No Crypt: N/A 
(iv) Teeth recovered – Mandible 
 2 canine, 1 lateral incisor (right), 1 right incisor fragmented, left canine, 2 crypts for 
incisors.  
Dental aspects: additional comments/observations 
 Linear Enamel Hypoplasia: No 
 Dental Caries: No 
(v) Section 1: The Individual - additional comments / observations 
Porosity on sacrum, os coxae, tibia, fibula, femurs.  
Lipping: Thoracic and lumbar verts. Os acromial present but separate in a baggy. 
Fibula fracture on right distal end is fully healed but not aligned 
Smithsonian Information 
Stature and Weight: Smithsonian indicates stature as 1450.0mm, 145cm. No weight. 
Pathology: Fused lumbar vert. Unhealed femur fracture, femoral neck fracture, fibula fracture, 
femur prox, HFI 
Occupation listed on death certificate: Unkown 
State of Birth: UNK 
Status: Widow 
COD: Chronic myocarditis; senility.  
DC Duration: N/A 
Chron Age: 88 
DC Age: 88 
YOB: 1841 
DC YOB: 1841 
Died:  1929 
(vi) References/sources 
 Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
Cranium  Thickening  Completed at death HFI 
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not relevant/no 
apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
Cranium thickening  HFI 
 
General comments / observations 
Compound fractur that was healed incorrectly (right) and was displaced. So the femoral neck 
looks like it snapped around (or could be a failed hip replacement or one that never happened) 
and probably was walked on which might influence blastic lesions? Or it could be an underlying 
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infection because the gross development looks typical for what should be there (like it looks like 
the trochanter etc) but infection caused putulosis in the area.   
(iii) Generalised indicators of health stress   
(iv) Individual Pathologies 
Pathology #1: Diagnosis- HFI 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 Hyperostosis frontalis interna (HFI), is a thickening of the frontal bone that is on the 
endocranial surface (Devriendt et al., 2005).  The occipital and parietals can also present HFI but 
it is not as common (Barber et al., 1997). Age and gender are linked to the appearance of HFI in 
individuals, and behavioral disturbances are associated (Devriendt et al., 2005). It is rarely found 
in males but is present most commonly in post-menopausal women (Raikos et al., 2011). HFI is 
rarely found in historical societies when compared to modern populations (Barber et al., 1997; 
Hershkovitz et al., 1999).  
Attempts to classify and describe the extent of the pathological condition in radiologic methods 
results in grades one through three (Raikos et al., 2011). Grade 1 is described by early formation 
of bone in the endocranium. Grade 2 displays bone thickness with the appearance of round 
nodules. Grade 3 is extensive thickness of bone in the endocranium with irregularly shaped 
nodule patterns (Barber et al., 1997). Histological methods to establish the severity of HFI is 
classified by four types A-C (Hershkovitz et al., 1999). Type A is classified by single or multiple 
bony elevations under 10mm in diameter that are located on the frontal bone. Type B consists of 
nodular bony formations that take up less than 25% of the frontal bone. Type C is the same as 
type B but the percentage is increased to 50%. Nodular bony overgrowth is continuous  
occupying over 50% of the frontal endocranium (Hershkovitz et al., 1999). The Terry collection 
provided a list of pathologies that each individual had. HFI was noted for several individuals and 
visually confirmed in the examination process. 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 Menopause  
(d) Estimated pathology duration 
 The onset of Menopause would be the start of the pathology it is suggested. It is a 
thickening of the bone therefore it is hard to estimate completion and duration of the condition.  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 Lived with disease until death. 
(f) General comments/observations 
(g) Specific pathology references  
Pathology #2: Diagnosis- Trauma  
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 N/A 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
N/A 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 N/A 
(d) Estimated pathology duration 
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  Minimum six to eight weeks to heal a broken bone with modern medicine today. 
Therefore it happened around time of death since they were not healed.  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 N/A 
(f) General comments/observations 
Tension Fractures, also known as avulsion fractures, results from excessive tension 
associated with a tendon that is attached to bone (Ortner, 2003). The fracture causes the tubercle 
or process on the bone connected to a tendon to break off. Dislocation of joints is associated with 
this type of fracture (Ortner, 2003). 
         Compression fractures result in a variety of patterns in bone. The bone is exposed to a 
quick excessive impact which creates the compression fracture. Compression fractures can be 
found in the spine but also on joint surfaces (Ortner, 2003). This type of fracture in the skull often 
has radiating fractures around the fracture created by impact (Ortner, 2003). 
         Torsion, twisting, or spiral fractures are the result of abnormal rotation of the bone 
(Schermer, 2004). The force applied to the bone is spiral or twisting in torsion fractures. This type 
of fracture is most commonly seen in long bones (Ortner, 2003).  Older individuals who suffer 
from osteoporosis have increased risk for this type of fracture of the proximal femur (Agrawal, 
2019).    
Flexion or bending fractures result from abnormal stress when the bone is bent (Ortner, 2003). An 
example of this type of fracture is a parry fracture that is the result of breaking a fall or defensive 
action taken by the individual (Smith, 1996). Parry fractures are located midshaft on the radius or 
ulna (Smith, 1996). The stress on the bone results in a transverse separation in the bone. It can 
also create an oblique fracture on the side the bone is compressed with a transverse fracture on 
the site of the bending stress. This type of break can also result in a triangular bone fragment 
(Ortner, 2003). 
         Shearing fractures result from two opposing forces being applied to the bone in slightly 
different planes (Ortner, 2003). The opposing forces can be a mix of dynamic and static or they 
can both be dynamic in nature (Ortner, 2003). A Colles’ fracture is an example of a shearing 
fracture (Mays, 2006). A Colles fracture is the fracture of the distal radius and is the result of an 
individual trying to break a fall (Mays, 2006). 
Diagnosed in records 
(g) Specific pathology references 
Mortuary Context 
(i) Location of remains 
 The Terry Collection is housed at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
The remains are contained in two cardboard boxes that include all bones. The head is in a 
separate cardboard lid with foam donut to support the skull. The mandible is often included in the 
same cardboard lid as the skull but can also be separate from the cranium. Often included in the 
cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for storage 
sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in relation 
to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
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(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
(v) Section 3: Mortuary Context - additional comments/observations  
(vi) References/sources 
  Morgue Records 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
 Temperature average for the year is reported as 55.2 degrees Fahrenheit. Winter average 
is reported as 31.7 degrees, spring 57.1 degrees, summer 76.3 degrees, and fall is 56.2 degrees 
Fahrenheit (National Weather Service, 2020). Snow accumulation for the year was 26.2 inches. 
Precipitation in total was reported to be 46.30 inches for the year (National Weather Service, 
2020). 
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farm land developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access to 
fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River 
(Sandweiss, 2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, ease 
of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals - 
implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture - implications for potential role of disabled 
individual etc.) 
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Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources 
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.   
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in the 
city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, other]; 
division of labour [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below] - implications for understanding role and treatment of subject - where did 
the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, sex, 
occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role and 
treatment of individual etc. [this information may have been covered in whole or part in Section 
3]) 
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Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along with 
racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in 1929 was listed as 59.20 but it can vary based on ethnicity, socio-
economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, US 
Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, abscess, 
tooth loss etc. - how does subject compare?) 
 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
  N/A 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  N/A 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources 
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STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts:  
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
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Index of Care - Step 2- FS689 
Section 1 : Clinical Impact  
Pathology #1 - HFI 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
(possibl
e, prob, 
Not 
Indicate
d) 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Comments 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syst
ems 
Yes Probabl
e 
 
HFI causes 
Vertigo, 
headaches, 
seizures  
 
 
 
Onset until 
Death 
  
At the 
onset until 
death 
symptoms 
of HFI can 
make all of 
the above 
and below 
difficult. 
The 
symptoms 
primarily 
associated 
with HFI 
are 
headache, 
vertigo, 
diabetes, 
excessive 
hair 
growth, 
menstrual 
disorders, 
galactorrh
ea, sex 
hormone 
imbalance
s, obesity, 
short 
stature. 
Secondary 
symptoms 
that occur 
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but may 
not 
present 
with every 
individual 
are 
depression
, 
irritability, 
fatigue, 
temporary 
paralysis 
on one 
side of the 
body, 
difficulty 
with 
hearing, 
muscle 
weakness, 
and 
seizures. 
  
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes 
 
Probabl
e 
 
In addition to 
headaches, 
people can 
demonstrate 
depression, 
irritability, 
temporary 
paralysis of 
one side of the 
body  
 
 
Onset until 
Death 
  
 
  
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
Yes 
 
Probabl
e 
 
HFI has been 
known to 
cause hearing 
impairment 
and muscle 
weakness 
which can lead 
to balance 
issues. 
 
 
Onset until 
Death 
  
 
  
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, sleep, 
emotion, language 
Yes 
 
Probabl
e 
 
It doesn’t 
outright cause 
any 
impairment of 
sleep, or 
consciousness. 
 
 
Onset until 
Death 
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It can impact 
speaking 
ability due to 
paralysis, 
altered mental 
status due to 
seizures, mood 
swings with 
irritability, 
fatigue and 
depression.  
5. 
Cardiovascular 
system / 
function 
No Not 
Indicat
ed 
 
 
  
 
 
Not Indicated 
  
 
  
6. 
Haematologica
l system / 
function 
No 
 
Not 
indicat
ed 
 
 
  
 
 
Not Indicated 
  
 
  
7. Respiratory 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
 
 
Not Indicated 
  
 
  
8. Immune 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
 
 
Not Indicated 
  
 
  
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
Yes 
 
Possibl
e 
 
 
  
 
 
Onset until 
Death 
  
 
  
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
Yes 
 
Possibl
e 
 
 
  
 
 
Onset until 
Death 
  
 
  
11. 
Integumentary 
system / 
function 
Yes 
 
Probabl
e 
 
A symptom of 
HFI is 
excessive or 
unwanted hair 
growth 
  
Excessi
ve 
 
Onset until 
Death 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
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References/sources 
NORD 2007 
Potential for interaction between symptoms identified above 
 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
 
Symptom change over disease course 
  
Symptom interaction (implications) 
  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
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Pathology #2 - Trauma 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
Yes 
 
Probabl
e 
 
Both femurs 
had fractures 
that were 
healed. The 
Right femur 
would have 
caused issues 
walking or 
pain. 
  
Not 
Indicat
ed 
 
Minimum a 
month.  
  
 
  
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes 
 
Probabl
e 
 
Pain due to the 
right femurs 
healing pattern 
  
Not 
Indicat
ed 
 
Minimum a 
month. 
  
 
  
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
No 
 
Not 
indicate
d 
 
 
  
Not 
indicat
ed 
 
 
  
 
  
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
No Not 
indicate
d 
 
 
  
Not 
indicat
ed 
 
 
  
 
  
5. 
Cardiovascular 
system / 
function 
No 
 
Not 
indicate
d 
 
 
  
Not 
indicat
ed 
 
 
  
 
  
6. 
Haematologica
l system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
7. Respiratory 
system / 
function 
 
No 
 
Not 
indicate
 
  
 
Not 
indicat
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d ed 
8. Immune 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
11. 
Integumentary 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
Left femur is healed with bone growth surrounding the femoral head, femoral neck, and the 
greater and lesser trochanter. The mass of bone surrounds the entire primal end but stops before 
the halfway point on the shaft (top quarter to be exact).  Broken second based on the bone 
surrounding the proximal end. 
Right femur does not have the bone growth surrounding the top quarter like the left. The right 
femoral head was broken and healed posterior. If you look at the bone in anatomical position the 
right femoral head is posterior and below the greater trochanter. This injury would have caused 
the leg to be deformed and possibly make movement of the limb highly unlikely. It is fully healed 
in that position though.  
References/sources  
Potential for interaction between symptoms identified above 
  
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
  
Symptom change over disease course 
  
Symptom interaction (implications) 
  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
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 Index of Care - Step 3- FS689 
Pathology #1 - HFI 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duration 
commen
ts 
 
Effort and 
resources 
involved 
 
Effica
cy of 
care 
1. Provision of food 
and water 
Probab
le  
Once the onset of 
HFI hit her with her 
occupation being a 
widower and no 
job listed she 
would have 
needed help.   
Onset 
to 
Death  
  Financial 
support 
could come 
from family 
or maybe 
religious 
groups  
  
2. Maintaining 
normal body 
temperature 
Not 
Releva
nt  
     
  
 
  
 
  
3. Facilitation of 
comfort, rest and 
sleep 
Probab
le  
Headaches and 
vertigo would 
leave someone 
uncomfortable   
Onset 
to 
death  
 
  
Family could 
have helped 
with pain 
medication 
and also 
assist in 
helping her 
get 
comfortable
.  
 
  
4. Ensuring physical 
safety 
Probab
le  
Seizures and 
vertigo can cause 
people to lose 
their balance 
among other 
things. Ensuring 
when she is seizing 
that she is safe 
would probably be 
done by friends 
and family around 
her.  
Onset 
to 
death 
  
 
  
African 
American 
neighborho
ods had 
strong 
communitie
s especially 
during her 
lifespan 
when racial 
tensions 
were high. 
Church 
groups and 
hobby 
groups 
could have 
provided 
physical 
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support or 
financial 
support.  
5.Maintaining/assis
ting mobility 
Probab
le  
 Vertigo and 
headaches can 
make balancing 
difficult in addition 
to understanding 
where your body is 
in relation to 
space. Mobility 
with HFI can be 
impacted in 
several ways and 
might require help 
from people 
around her to 
travel and move 
around the 
domestic sphere.  
Onset 
until 
Death  
 
  
It is 
unknown if 
she had 
family living 
with her. 
She was 
aged in the 
80s and 
might have 
had children 
living with 
her. The 
poor 
conditions 
of the 
African 
American 
neighborho
ods were 
known to 
have poor 
housing and 
crowded 
conditions. 
If she lived 
with people, 
they 
probably 
provided 
some level 
of care for 
her.  
 
  
6. Monitoring 
health status 
Probab
le  
Given the nature 
of HFI and its 
ability to bring on 
symptoms that are 
not consistent and 
possibly episodic in 
nature she or her 
family could keep 
track of her 
episodes in a 
written or oral 
history.  
 
  
Onset to 
death 
  
Written or 
oral history 
documentin
g any 
episodes 
related to 
HFI 
symptoms. 
This would 
require a 
little time 
and energy.  
 
  
7. Maintenance of Probab HFI is known to   Onset to Helpful   
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personal 
hygiene/protection 
of integument 
le   cause excessive 
hair growth, 
menstrual 
disorders, and 
galactorrhea which 
might require 
assistance in 
maintaining 
hygiene. Seizures 
also might require 
assistance to clean 
up.    
death  friends or 
family to 
assist in 
times of 
need.   
8. Physical 
manipulation, 
postural 
adjustment 
Possibl
e  
Open to the 
possibility of 
needing assistance 
after onset but 
unsure of the 
extent of help/care 
needed.  
       
  
9. Maintenance of 
physiological 
functioning 
Possibl
e   
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) and 
technologies 
Not 
Releva
nt  
          
 
Step 3 Section 1: Additional comments/observations 
  
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/commen
ts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
1. Basic lifestyle Probabl
e  
 
  
       
  
2. Economic Probabl
e  
 
  
        
3. Domestic Probabl
e  
 
  
   
  
    
4. Mobility (over 
distance) 
Probabl
e  
 
  
        
5. Community life 
(other) 
Probabl
e  
 
  
   
  
   
  
6. Interpersonal 
relations 
Probabl
e  
 
  
     
  
 
  
7.Learning/applyi
ng knowledge 
Not 
Relevan
t  
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations 
  
References/sources 
 
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
Financial Support   Financial support for pain relief, hygiene 
needs, canes or walkers. In addition to helping 
her pay rent or payment for things that were 
required.   
Bed pans, home remedies Bed pan because there was no indoor 
plumbing until the 1940s-1950s and going to 
an outhouse could be hazardous because all 
the trash would often be disposed of in the 
yard.  
 
Additional comments and observations. 
 
Pathology #2 - Trauma 
Section 1 - Care as direct support 
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Components of care 
practice 
 
Part of 
care 
 
Elaboration/comme
nts 
 
Duratio
n 
 
Duration 
commen
ts 
 
Effort 
and 
resourc
es 
involved 
 
Efficac
y of 
care 
1. Provision of food 
and water 
Not 
Releva
nt  
          
2. Maintaining 
normal body 
temperature 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
3. Facilitation of 
comfort, rest and 
sleep 
Not 
Releva
nt  
          
4. Ensuring physical 
safety 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
5.Maintaining/assist
ing mobility 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
6. Monitoring health 
status 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
7. Maintenance of 
personal 
hygiene/protection 
of integument 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
8. Physical 
manipulation, 
postural adjustment 
Not 
Releva
nt  
          
9. Maintenance of 
physiological 
functioning 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) and 
technologies 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 1: Additional comments/observations 
Compound fractur that was healed incorrectly (right) and was displaced. So the femoral neck 
looks like it snapped around (or could be a failed hip replacement or one that never happened) 
and probably was walked on which might influence blastic lesions? Or it could be an underlying 
infection because the gross development looks typical for what should be there (like it looks like 
the trochanter etc) but infection caused pustulosis in the area.   
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/commen
ts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
1. Basic lifestyle Probabl
e  
She had two 
fractures that healed 
but looked to be 
infected. She would 
have had a painful 
waddle like gait and 
needed assistance in 
all aspects of her life 
while healing.  
Healing 
period 
of 
fracture 
for all.   
 
  
 
  
 
  
2. Economic Probabl
e  
 
  
   
  
 
  
 
  
3. Domestic Probabl
e  
 
  
 
  
 
  
 
  
 
  
4. Mobility (over 
distance) 
Probabl
e  
     
  
 
  
 
  
5. Community life 
(other) 
Possible       
  
 
  
 
  
6. Interpersonal 
relations 
Possible   
  
 
  
 
  
 
  
 
  
7.Learning/applyi
ng knowledge 
Not 
Relevan
t  
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations  
References/sources 
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
Walking aid, financial support, assistance to 
heal her femurs, bed pan and pain relief.   
  
 
Section 2 : Functional Impact 
Pathology #1 - HFI 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating: Capable, Not 
Capable, 
 
Observations 
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Unknown/Uncertain 
1. Self-provisioning: ability to 
manage access to food and 
drink unaided (e.g. 
independently access nearby 
sources of food and water). 
Unknown/Uncertain 
 
At the onset until death symptoms of 
HFI can make all of the above and 
below difficult. The symptoms primarily 
associated with HFI are headache, 
vertigo, diabetes, excessive hair 
growth, menstrual disorders, 
galactorrhea, sex hormone imbalances, 
obesity, short stature. Secondary 
symptoms that occur but may not 
present with every individual are 
depression, irritability, fatigue, 
temporary paralysis on one side of the 
body, difficulty with hearing, muscle 
weakness, and seizures (NORD, 2007).  
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to 
convey food and drink to 
mouth). 
Unknown/Uncertain 
 
 
  
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating 
infection and managing 
infection risk) 
Unknown/Uncertain 
 
 
  
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), 
item retrieval etc. 
Unknown/Uncertain 
 
 
 
5. Mobility over limited 
distance: ability to move 
unaided over short distances 
(e.g. inside and around 
dwelling, out of range of 
potential hazards etc.) 
Unknown/Uncertain 
 
 
 
6. Control over body position: 
ability (re)position body parts 
as desired without assistance 
(e.g. to sit up and transfer 
body weight from a reclining 
position unaided). 
Unknown/Uncertain 
 
 
  
 
Section 2 - Part 1: Additional comments/observations 
References/sources 
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Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
1. Basic lifestyle Could possibly 
hold a job to 
provide for her 
family. She could 
be independent 
up until onset.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
2. Economic She could have a 
job to provide 
financial stability. 
Short stature 
might limit 
potential jobs but 
accommodations 
and adaptations 
could be made.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
3. Domestic HFI could make 
everyday 
activities difficult 
to do 
independently 
and may require 
assistance.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
4. Mobility HFI could make 
normal every day 
activities 
challenging and 
requiring 
assistance from 
others to help 
complete tasks.  
 
  
Able to 
participate 
 
  
5. Community life 
(other) 
HFI could make 
this difficult but I 
can see her for 
the majority of 
her life able to 
participate 
 
  
Able to 
participate 
 
  
6. Interpersonal 
relations 
Body image could 
influence 
perception of the 
individual by 
others in a 
 
  
Able to 
participate 
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negative light.  
7. 
Learning/applying 
knowledge 
I don't see any 
possible issue 
here due to HFI 
having a later in 
life onset 
 
  
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
  
Section 2 - Part 2: Additional comments/observations  
References/sources 
  
Final comments/observations- Yes 
  
 
Did the subject likely require health-related 
care? 
 
Yes - likely that subject required care  
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Pathology #2 - Trauma 
 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
1. Self-provisioning: ability to 
manage access to food and drink 
unaided (e.g. independently 
access nearby sources of food 
and water). 
Capable 
 
 
  
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to convey 
food and drink to mouth). 
Capable 
 
 
  
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating infection 
and managing infection risk) 
Capable 
 
 
  
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), item 
retrieval etc. 
Capable 
 
 
  
5. Mobility over limited distance: 
ability to move unaided over 
short distances (e.g. inside and 
around dwelling, out of range of 
potential hazards etc.) 
Capable 
 
Would need assistance after both injuries 
but especially after her right femur broke 
and healed incorrectly.  
 
6. Control over body position: 
ability (re)position body parts as 
desired without assistance (e.g. 
to sit up and transfer body 
weight from a reclining position 
unaided). 
Capable 
 
 
  
 
Section 2 - Part 1: Additional comments/observations 
References/sources 
 
 
  
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
 
Possible 
 
Rating 
 
Elaboration/Comments 
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activity/ies +ve / -ve 
factors 
1. Basic lifestyle  
  
 
  
 
Able to 
participate 
 
  
2. Economic  
  
 
  
 
Able to 
participate 
 
  
3. Domestic  
  
 
  
 
Able to 
participate 
 
  
4. Mobility  
  
 
  
Needs 
moderate 
to 
substantial 
assistance 
After she broke her right 
femur if she broke that first 
which is most likely from 
examining the left femur.  
  
5. Community life 
(other) 
 
  
 
  
 
Able to 
participate 
 
  
6. Interpersonal 
relations 
 
  
 
  
 
Able to 
participate 
 
  
7. 
Learning/applying 
knowledge 
 
  
 
  
 
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
Section 2 - Part 2: Additional comments/observations 
References/sources 
Final comments/observations- Yes  
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
Index of Care - Step 4- FS689 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
The group recognition of broken bones would create a 
decision to care for this individual. This care would have 
been provided with some knowledge of how long it takes 
to heal a bone and what to do from time of injury until 
healed. Accommodations could have been made to 
prioritize healing such as financial support during the time 
of injury. Those around her would have been accepting of 
caring for broken bones because it was not uncommon. 
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HFI is rare and isn’t a visible condition but the symptoms 
such as headaches and seizures would be recognized. 
2.  Assess considerations 
for/against care 
This is difficult because living conditions for her specifically 
are unknown. She was a widower and lived to be 88. The 
common care for the elderly in a community would have 
encouraged group action. It is important to remember that 
this is a historic population and even though African 
American communities in St. Louis were known to be close 
knit we do not know who lived with her or around her. 
Despite her conditions she survived to be in her 80’s. 
Family and friends would probably have to assist 
financially after her husband died but she could have had a 
job. The documentation just lists no occupation not even 
home maker or housewife. It is my speculation that 
someone assisted, or a group did to pay rent so she could 
live in a house.  
3.  Decision to provide care The group decisions would probably be her family or those 
who lived with her. Time and maybe some money would 
be involved but since this is historical it is hard to answer 
these questions because of the prehistoric focus. 
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
The only plan for care that could be completed and laid 
out would be for the recovery time of healing her broken 
femora. This would have been direct support to assist with 
using the bathroom and walking but also accommodations 
possibly financially to aid in her being able to live in the 
home and pay bills.  
5.  Implementing and reviewing 
care practice 
The only plan for care that could be completed and laid 
out would be for the recovery time of healing her broken 
femora. This would have been direct support to assist with 
using the bathroom and walking but also accommodations 
possibly financially to aid in her being able to live in the 
home and pay bills. 
 
6.  Cease care Care would cease when the bones were healed and the 
episodic symptoms of her HFI seemed to cease. Care for 
HFI and the symptoms would be a regular ordeal but still 
specific to the symptoms displayed. HFI would be present 
until her death.  
7.  Decide treatment after death This does not apply because it is known that individuals 
have the means or familial connections to be claimed at 
the morgue for burial.  
 
General comments/observations 
 
Question 
 
Observation 
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Group agency overview 
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Section 2 - Individual identity - The subject as 
'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. 88 year old African American female.  
 
2. Social indicators African American  
 
3. Pathology(ies) and likely 
impact(s) 
Two femur fractures both healed but one healed incorrectly. 
HFI which would alter outward appearance possibly 
4. Care received Time allowed to heal fractures, care to live to the age of 88 
 
5. Lifeways opportunities and 
constraints 
HFI’s many symptoms would change how they viewed 
themselves possibly or how others viewed them.  
 
Additional comments/observations 
  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s survival 
with disability suggest about 
their personality and 
motivation? 
N/A 
 
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
Quality care provided by friends and families 
 
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
Her personality could have been impacted by HFI with 
fatigue, irritability, and depression. This could have caused 
conflict amongst friends and family.  
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
cooperation suggest in terms of 
e.g. level of function, personality 
traits, etc?  
The individual would have asked for assistance unless 
suffering from a seizure when she could not ask for help.  
 
Were different care options 
available in this case? If so, 
Due to her socio-economic status and low income it is 
unlikely she could have been treated regularly by a doctor 
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which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
and paid for it. The only possible way for medical care would 
have been through funded programs or charity.  
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
It was episodic periods of being impaired. The onset of HFI is 
around menopause so she would have been able to carry her 
own weight until onset and when she broke her femora.  
 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were available? 
Yes 
  
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
She would probably take extra care shaving and trying to 
blend in but also would have required assistance the older 
she got especially after breaking two bones.  
 
Following from this question, 
what might long term survival in 
this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
The people who cared for her were probably family.  
  
 
Additional comments/observations 
Citations for all the steps: Devriendt et al., 2005. Barber et al., 1997. Raikos et al., 2011. 
Hershkovitz et al., 1999. Ortner, 2003. Schermer, 2004. Agrawal, 2019. Smith, 1996. Mays, 
2006. National Weather Service, 2020. Sandweiss, 2001. Fontana and Keene, 2009, US Census, 
NORD, 2007. Niovi, et al 2016. Bauman et al., 2011; Ervin 2015; Kinney, 2010; Lixin, 2010. 
Murnaghan et al, 2006; Merloz, 2011; Marsell and Einhorn, 2011. 
 Part 3: Producing a partial biography of the subject of 
care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter.  
It is difficult to determine how the ones around her cared for her due to the historic time 
period the individual lived in. Communities existed and so did groups of individuals with 
common goals and interests. Living in houses creates a boundary to community/city life of 
outsiders and created an intimate space for those who had access to the house and private lives of 
the individuals who lived there.  
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FS689 was an 88-year-old African American female that passed away in 1924 in 
the state of Missouri. This individual became a part of the Terry Collection because the 
state took ownership of her remains after no family came forward to claim them. The 
state would donate the individual’s remains to the Terry Collection to avoid paying burial 
costs. Morgue records provided information utilized to reconstruct how this individual 
was cared for (Niovi et al., 2016). 
She was born in 1841. She was independent for much of her life until she broke 
her femurs, that both were fully healed but not aligned, and displayed symptoms of 
hyperostosis frontalis interna (HFI). As an African American job opportunities were 
limited and where they were allowed to live or be buried was also limited. African 
American communities were carved out amongst the developing city. Racial tensions 
between African Americans and those of European ancestry were present from the 
beginning of the city until the Civil Rights movement( Bauman et al, 2011; Sandweiss, 
2001). Neighborhoods were tight knit and looked out for one another. Homes in African 
American communities were in poor conditions and without indoor plumbing until the 
1940’s to 1950’s (Baumann et al., 2011). She lived through the Civil War, the first World 
War, labor unrest, and the 1917 race riots in St. Louis. She survived cholera epidemics of 
the late 1840’s and repeated seasonal epidemics that gripped the city (Bauman et al., 
2011; Ervin 2015; Kinney, 2010; Lixin, 2010). Surviving as an African American female 
was difficult with the threat of violence, rape, sexual exploitation, and physical abuse. 
         Housing typical of her lifetime was cramped, with numerous family members 
and  extended family members all in one unit. The units typically would be in a building 
with other tenants renting or owning their section of the building. Small outdoor porches 
provided relief from the heat in the summer and was an extra room to utilize. Small yards 
would be shared by all the people who lived in the building with an outhouse, garden, 
maybe an animal like a pig, and the trash discarded by residents (Sandweiss, 2001). This 
configuration is important because when she sustained two broken femurs, she would 
have needed assistance in ensuring rent and utilities were paid. In addition, she would 
need assistance with using the outhouse and traversing the uneven terrain that was 
covered in waste in order to reach said facilities. 
         Care for her broken femurs would most likely have come from those who lived 
with her or neighbors in the adjacent units. She would have needed a 4-week period 
minimum to heal and regain mobility, and therefore would have needed help in acquiring 
food, paying bills, paying for pain relief medication, or walking aids. Standing would be 
painful during her healing period. Her left femur did heal correctly but her right femur 
healed incorrectly. There are indications of an infection in the right femur as well as the 
left, although with less severity on the latter (Murnaghan et al, 2006; Merloz, 2011; 
Marsell and Einhorn, 2011). She would have had a painful waddle when she traversed 
short distances independently. Traveling long distances on the unpaved and trash ridden 
streets would have required assistance in the form of a person providing a helping hand 
or financial assistance to acquire walking aids. Pain relieving medication would be an 
expense in addition to utilities, rent, food, and other necessities. If the shared yard had a 
garden, it was possible that herbs were grown for medicinal purposes, but over the 
counter pain relief would be most effective. She would not have been able to afford 
hospital visits, physician visits, or prescription medicine unless it was through charity . 
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         The care required for her two broken bones was relatively simple. Care from 
those who lived with or around her would have been provided during the healing time 
when she needed assistance. Caregivers (family and friends) would have an informal plan 
of action for care for this individual and would have known how to care for broken 
bones.  
Those same caregivers would have a difficult time caring for her once she reached 
menopause and triggered the condition Hyperostosis Interna Frontalis. This condition 
presents in a thickening of the frontal bone, with the exact cause unknown. It is possible 
for men to have HFI but it affects women 9 times more than men, making it more 
prominent in women. HFI has no cure but symptoms associated with it can be treated 
(Barber et al, 199; Devriendt et al., 2005; Hershkovitz, 1991; Raikos et al., 1997). 
         Symptoms she would have experienced and presented with can be characterized 
as consistent or episodic. Consistent symptoms are always present and diabetes, obesity, 
short stature, excessive hair growth, headaches, hearing impairment, and muscle 
weakness are examples. Symptoms would be expressed over a consistent time span or 
short term expression. The short term expression of symptoms is described as episodic.  
Episodic symptoms of HFI are vertigo, depression, irritability, fatigue, temporary 
paralysis, and seizures  (Barber et al, 199; Devriendt et al., 2005; Hershkovitz, 1991; 
Raikos et al., 1997). The aforementioned symptoms could have been dealt with 
independently. Seizures, paralysis, and vertigo might have required an extra helping hand 
to reorient herself. During this time period, symptoms would be recognized or looked up 
and studied for those around her to provide care. Episodic symptoms would likely leave 
family and friends to chart or keep track of her episodes for a record. This record written 
or oral would assist in understanding how to care for her in times of distress. An example 
could be when caregivers today care for people who have seizures, they learn to let them 
seize but also clear the area of potential objects that could harm the person. Pillows are 
put around furniture or under the head to protect them but otherwise they are told to time 
the seizures and observe while keeping a report.  
         In the late 1880’s and 1890’s there was basic knowledge of how to treat the 
symptoms associated with HFI that she would display. In the 1900’s, until her year of 
death in 1924, caregivers around her would know more as medical developments were 
big news stories talked about by many. Those who could not read could still acquire the 
information by asking friends, family, and neighbors. America was known to be slower in 
turning to science in medical practice and this was common  in her time. Therefore, the 
home remedies that African Americans used during slavery and kept with them for years 
would be a source of relief. In addition to home remedies, money could have been saved 
up or donated to provide pain relief medication for her.       
To provide an idea of possible expenditures in 1928/1929 for food related items 
the prices of select items were chosen to assist in building this model of care. All prices 
were located in bulletins posted by the US Bureau of Labor Statistics (1929, 1930, 1934). 
Beef by the pound cost $0.28 to $0.48 depending on the cut, adjusted for inflation beef 
would have ranged from $4.24 to $7.86. A pound of bacon cost $0.44 and adjusted for 
inflation was $6.66. Butter, cheese per pound and fresh milk per quart were priced at 
$0.56, $0.38, $0.11 respectively. Adjusted for inflation the prices would be $8.47, $5.75, 
and $1.66 in the same order. Coffee and tea were priced at $0.49 and $0.77 with the 
adjusted totals being $7.41 and $11.65. Potatoes, sugar and rice per pound would cost 
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$0.03, $0.07, and $0.10. Today it would cost $0.45, $1.06, and $1.51 respectively. These 
are just a few examples of the price of food items that families would have to purchase. 
Keeping in mind that it was typical to have extended family live with the individual, that 
would translate into more food to be purchased. 
Household bills also need to be considered, such as rent in addition to the prices 
below. Gas prices for a house were listed as $1.00 in 1924 and would be $15.13 today. 
Coal retail prices were the average based on 2,000 pounds sold. The prices ranged from 
$15.45 to $16.90, today that would equal $233.72 to $255.65. Today those bills would 
cost $1,276.75 to $1,417.43. A hospital bed in 1930 would be priced between $6 and $7 
without additional costs of doctor’s treatments. That daily bed cost adjusted for inflation 
would be $92.94 to $108.43. Finding over the counter medicine costs for the 1920s 
proved to be a challenge but with the costs mentioned above losing the stream of income 
even for a short period of time could cost the individual to miss paying bills or even 
meals.          
She lived to be 88 years old when life expectancy in 1929 was 59.20. This was a 
long life even with the challenges of being an African American female when racial 
tension and violence was commonplace. Her friends and family cared for her through two 
broken bones and many symptoms that HFI creates. She would have needed help 
walking, as her healed broken bones were infected and the right femur was healed 
incorrectly. Traveling short distances would be painful and vertigo could have made 
balancing even harder. In addition to care received for her pathological conditions, she 
was cared for as a senior living a long life. Her cause of death was listed as chronic 
myocarditis and senility. It is uncertain how HFI could have impacted her death, but we 
do know that she did receive at the minimum care during the period of healing each 
individual fracture. Even with the simple prices found for household expenditures in the 
census, prices of medical care in hospitals, cost of personal hygiene and wages it is 
possible to have a cost of care. Wage costs were two-fold, as the monetary cost also 
included the cost of the time the caregivers devoted to this individual. This individual 
serves as a great reminder that those who are impaired or disabled can have both long and 
short term care from those around them. 
Her documentation and inclusion in the Terry collection indicates that at the end 
of her life she did not have money for a proper burial. It could have also meant that at the 
end of her life she did not have family or friends to claim her remains, or the state 
donated her remains because her surviving family couldn’t afford to bury her.  
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Index of Care - Step 1- FS770 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS770 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
This individual was a 65 year old African American male. Smithsonian Stature was 1690.0mm, 
169cm, Weight 50.6KG, 111.5539lbs. Bass height 165cm-174cm.  
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present  
 
  
 
Hyoid  
 
Present  
Broken in three pieces. The body and 
the two greater horns are broken off 
but present 
 
Left Clavicle  
 
Present 
 
  
 
Left Femur  
450mm. Present.  
  
 
Left Fibula  
372mm. Present.     
 
Left Foot 
Present   
 
Left Hand 
Present   
 
Left Humerus 
322mm. Present.  
  
 
Left os coxae 
Present Both os coxae have a fan like dip on 
the iliac crest where the auricular 
surface begins (height of the curve is 
at the articular line. 
 
Left Radius 
mm. Present.  
  
 
Left Scapula  
Present.    
 
Left Tibia 
398mm.  Present.  
  
 
Left Ulna 
292mm. Present.  
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Mandible  
Present.  Mandible 5 teeth in occlusion. Large 
external occipital protuberance. 
Maxilla 3 teeth in occlusion.  
Right Styloid process present, left 
broken off. 
 
Patella (Left + 
Right) 
L: Present 
R: Present  
 
  
 
Ribs 
Present   
 
Right Clavicle  
Present  
  
 
Right Femur 
Present  
  
 
Right Fibula  
Present   
  
 
Right Foot  
Present   
 
Right Hand  
Present    
 
Right Humerus 
Present   
 
Right os coxae 
Present  Both os coxae have a fan like dip on 
the iliac crest where the auricular 
surface begins (height of the curve is 
at the articular line.  
 
Right Radius  
Present    
 
Right Scapula  
Present    
 
Right Tibia 
Present   
  
 
Right Ulna 
Present   
  
 
Sacrum/ Coccyx 
Sacrum: Present 
Coccyx: Present 
Sacrum present with lumbar vert 
fully fused (See images) 
Sacrum had bony growths on each 
superior articular process as well as 
on the sacral promontory 
 
Spine 
Cervical:7 
Thoracic: 12 
Lumbar: 5 
Fusion?: Yes 
  
 
Sternum  
Manubrium: Present 
Corpus Sterni: Present 
Xiphoid Process: Present  
Corpus Sterni and Xiphoid process 
fused. Manubrium present but not 
fused. 
Skeletal elements: additional comments/observations 
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Cribria Orbitalia: No 
Porotic Hyperostosis: No 
(iv) Teeth recovered - Maxilla 
 No teeth recorded too fragmented to even determine anything 
(iv) Teeth recovered – Mandible 
 No teeth recorded too fragmented to even determine anything 
Dental aspects: additional comments/observations 
 Linear Enamel Hypoplasia: N/A 
 Dental Caries: N/A 
(v) Section 1: The Individual - additional comments / observations 
Osteophytic lipping: C=C2,C3,C4,C5,C6. T=T10 and T11, L= L3, L4, L5.  
Porosity: Possible on right fibula on the fibular neck (anterior). 
Lots of ossified ligaments across long bones. Leg bones exhibit bowing medially.  
Right fibula bows inward.  On the posterior side the fibular neck has ossified ligament. Raised 
bone may be robust muscle attachment also addition muscle attachment (ossified ligament?) on 
the lateral condyle. 
Smithsonian Information 
Pathology: Rickets 
Occupation listed on death certificate: Laborer  
State of Birth: Georgia 
Status: Single 
COD: Cardio-renal disease, chronic myocarditis, pulmonary TB 
DC Duration: 5 months  
Chron Age:  65 
DC Age: N/A 66 
YOB: 1865 
DC YOB: 1864 
Died:  1930 
(vi) References/sources 
 Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
Long Bones Curvature of Long 
Bones 
Present Rickets 
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not relevant/no 
apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
Curvature/bowing of Long bones  Characteristic of Rickets 
 
General comments / observations 
(iii) Generalised indicators of health stress   
(iv) Individual Pathologies 
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Pathology #1: Diagnosis-Rickets 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 N/A 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 Rickets is a condition caused by the lack of vitamin D that predisposes individuals to 
poor muscle and bone health (Hanley and Davidson, 2005). Rickets mostly affects infants and 
young children (Ortner, 2003). Vitamin D distribution to infants relies heavily on breast milk but 
also to exposure to sunlight (Pettifor, 2004). Breast milk could lack vitamin D due to social and 
religious cultural practices in addition to environmental conditions (Pettifor, 2004). 
(d) Estimated pathology duration 
 Infancy until death.  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 Lived with disease until death 
(f) General comments/observations 
(g) Specific pathology references  
Mortuary Context 
(i) Location of remains 
 The Terry Collection is housed at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
The remains are contained in two cardboard boxes that include all bones. The head is in a 
separate cardboard lid with foam donut to support the skull. The mandible is often included in the 
same cardboard lid as the skull but can also be separate from the cranium. Often included in the 
cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for storage 
sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in relation 
to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
(v) Section 3: Mortuary Context - additional comments/observations 
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
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 The 1930’s to 1940s are known as the dust bowl years bringing intense heat and drought 
to the state (Missouri Climate Center, 2020).  
Temperature average for the year is reported as 56.4 degrees Fahrenheit. Winter average 
is reported as 34.2 degrees, spring 57.1 degrees, summer 78.3 degrees, and fall is 57.8 degrees 
Fahrenheit (National Weather Service, 2020). Snow accumulation for the year and general 
precipitation was not reported (National Weather Service, 2020). 
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farm land developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access to 
fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River 
(Sandweiss, 2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, ease 
of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals - 
implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture - implications for potential role of disabled 
individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
  180 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources  
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in the 
city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, other]; 
division of labour [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below] - implications for understanding role and treatment of subject - where did 
the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, sex, 
occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role and 
treatment of individual etc. [this information may have been covered in whole or part in Section 
3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along with 
racist attitudes in the communities.   
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(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in 1929-1931 was listed as 59.20 but it can vary based on ethnicity, 
socio-economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, US 
Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, abscess, 
tooth loss etc. - how does subject compare?) 
 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
  N/A 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  N/A 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources  
STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts: 
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
Index of Care - Step 2-FS770 
Section 1 : Clinical Impact  
Pathology #1 - Rickets 
 
Body 
Function/Syste
 
Potenti
al 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
 
Severit
y 
 
Duration 
(estimate/comm
 
Commen
ts 
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m impact and reasoning ent) 
 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
5. 
Cardiovascular 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
6. 
Haematologica
l system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
7. Respiratory 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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8. Immune 
system / 
function 
No Not 
indicate
d 
  Not 
indicat
ed 
    
 
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
11. 
Integumentary 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
 N/A 
References/sources 
 N/A 
Potential for interaction between symptoms identified above 
 N/A 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
 N/A 
Symptom change over disease course 
 N/A 
Symptom interaction (implications) 
 N/A 
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
 N/A 
References/sources 
Part 4: Identify possible/probable interactions between 
different pathologies 
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Interacting pathologies and/or symptoms Nature and outcomes of possible / probable 
interactions 
  
 
Step 2 - Part 4: Additional comments/observations 
N/A 
 
References/sources 
N/A 
 
 
 
 
 
 
 
Pathology #2 - Rickets 
 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
 
1. Self-provisioning: ability to 
manage access to food and drink 
unaided (e.g. independently 
access nearby sources of food 
and water). 
 
Capable 
 
  
 
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to convey 
food and drink to mouth). 
 
Capable 
 
  
 
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating infection 
and managing infection risk) 
 
Capable 
 
  
 
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
 
Capable 
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temperature maintenance), item 
retrieval etc. 
 
5. Mobility over limited distance: 
ability to move unaided over 
short distances (e.g. inside and 
around dwelling, out of range of 
potential hazards etc.) 
 
Not Capable 
 
Extreme bowing present could impact 
mobility ability  
 
6. Control over body position: 
ability (re)position body parts as 
desired without assistance (e.g. 
to sit up and transfer body 
weight from a reclining position 
unaided). 
 
Capable 
 
  
 
Section 2 - Part 1: Additional comments/observations 
Rickets is a condition caused by the lack of vitamin D that predisposes individuals to poor muscle 
and bone health (Hanley and Davidson, 2005). Rickets mostly affects infants and young children 
(Ortner, 2003). Vitamin D distribution to infants relies heavily on breast milk but also to exposure 
to sunlight (Pettifor, 2004). Breast milk could lack vitamin D due to social and religious cultural 
practices in addition to environmental conditions (Pettifor, 2004).  A lack of Vitamin D prevents 
the body from mineralizing bone protein (Ortner, 2003). A bone lacking this mineralization 
cannot support biomechanical function creating deformation of the bone (Ortner, 2003). Rickets 
can still impact individuals after skeletal maturity (Ortner, 2003). After reaching skeletal maturity 
the body will remodel bone as maintenance or in response to traumatic events (Agarwal, 2019). 
Remodeling removes and replaces bone throughout an individual's lifecycle (Gocha et al., 2019). 
In individuals with rickets the remodeling of bone will continue but will create a deformity in the 
bone due to the replacement of mineralized bone with unmineralized bone (Ortner, 2003). Rickets 
is a systemic disease in early childhood and affects the skeleton but does not directly impact 
mortality but it deforms the bones of the individual. This disease affects people worldwide but is 
seen in a higher frequency in urban communities with little sunlight exposure (Ortner, 2003). 
References/sources 
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
 
1. Basic lifestyle 
 
  
 
  
 
Able to 
participate 
 
  
 
2. Economic 
 
  
 
  
 
Able to 
participate 
 
  
 
3. Domestic 
 
  
 
  
 
Able to 
participate 
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4. Mobility     Needs 
moderate 
to 
substantial 
assistance 
  
 
5. Community life 
(other) 
 
  
 
  
 
Able to 
participate 
 
  
 
6. Interpersonal 
relations 
 
  
 
  
 
Able to 
participate 
 
  
 
7. 
Learning/applying 
knowledge 
 
  
 
  
 
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
Rickets very present in the long bones and can cause mobility issues. 
Section 2 - Part 2: Additional comments/observations  
References/sources  
Final comments/observations- Yes- likely that subject required care 
  
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
 
Index of Care- Step3 -FS770 
Pathology #1 - Rickets 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duration 
comment
s 
 
Effort and 
resources 
involved 
 
Efficacy 
of care 
1. Provision of 
food and water 
Probab
le 
Rickets is caused 
by childhood 
nutritional 
deficiency  
Long 
term 
Rickets is 
develope
d as a 
childhoo
d and the 
individual
’s bones 
were 
altered 
extensive
ly.  
Might be 
difficult 
to find or 
maintain 
a job. 
Food and 
water 
cost 
money  
The care 
that 
could be 
given 
could be 
monetar
y in 
nature.   
2. Maintaining 
normal body 
temperature 
Not 
releva
nt 
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3. Facilitation of 
comfort, rest and 
sleep 
Probab
le 
The stress of the 
bowing of the long 
bones could cause 
stress or pain 
overtime with 
activity 
Long 
term 
Rickets is 
develope
d as a 
childhoo
d and the 
individual
’s bones 
were 
altered 
extensive
ly.  
Could use 
pillows 
and 
blankets 
to get 
comforta
ble and 
maybe 
took 
somethin
g for pain 
along 
with a 
possible 
massage.  
This 
would 
be long 
term but 
at the 
same 
time 
could be 
done by 
the 
individu
al 
without 
the need 
for 
assistan
ce.  
4. Ensuring 
physical safety 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
5.Maintaining/assi
sting mobility 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
6. Monitoring 
health status 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
7. Maintenance of 
personal 
hygiene/protectio
n of integument 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
8. Physical 
manipulation, 
postural 
adjustment 
Probab
le 
The long bones 
display 
pronounced 
bowing and would 
probably cause 
some discomfort.  
Long 
term 
Rickets is 
develope
d as a 
childhoo
d and the 
individual
’s bones 
were 
altered 
extensive
ly.  
Pain 
medicine 
if needed, 
warm 
bath, 
anything 
that could 
relieve 
discomfor
t.  
Medicin
e for 
pain was 
available 
but if 
the 
individu
al did 
not have 
the 
financial 
means 
family 
member
s could 
help pay 
for it.  
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9. Maintenance of 
physiological 
functioning 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) and 
technologies 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 1: Additional comments/observations 
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/commen
ts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
1. Basic lifestyle Possible  
  
Long 
term 
 
  
 
  
 
  
2. Economic  
Possible 
 
  
 
Long 
term 
 
  
 
  
 
  
3. Domestic  
Possible 
 
  
 
  
 
  
 
  
 
  
4. Mobility (over 
distance) 
Probabl
e 
Rickets is developed 
as a childhood and 
the individual’s 
bones were altered 
extensively. It could 
limit the amount the 
individual could 
move without pain 
or assistance.  
Long 
term 
 
  
 
  
 
  
5. Community life 
(other) 
Possible Pain from rickets as a 
result of its effect on 
the skeleton could 
be painful. The 
individual might not 
be able to handle 
community activities  
Long 
term 
 
  
 
  
 
  
6. Interpersonal 
relations 
Not 
relevant 
 
  
 
  
 
  
 
  
 
  
7.Learning/applyi
ng knowledge 
Not 
relevant 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations 
References/sources 
  
 
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
 
Walking aid and medication  
Walking aids could be purchased or gotten 
through bartering. It could also be possible a 
walking stick was selected from a fallen branch 
in the yard. 
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Additional comments and observations. 
 Index of Care - Step 4- FS770 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
He would have needed care for his tuberculosis but also 
for his heart condition and mobility due to pain from 
rickets.  
2.  Assess considerations 
for/against care 
He could have remained largely independent until he 
contracted tuberculosis. In my personal experience with 
having a long-term disability I tried to remain as 
independent as possible. Therefore, I like to approach 
each individual as trying to retain their individual agency 
as much as possible. 
3.  Decision to provide care A decision by those who lived around him would have 
been made for care under the assumption he lived with 
family or friends. It would also be in the owners best 
interest he works so he could pay rent if he did not own 
his home.  
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
Direct support and accommodation would be the 
strategies of care. It can be direct financially or 
accommodations to make everyday activities easier. 
Accommodations could have been made to ensure he felt 
some sort of independence for his mental health. 
5.  Implementing and reviewing 
care practice 
His plan of care would have been short term for rickets 
unless his pain was constant. Tuberculosis care would have 
lasted 5 months. 
6.  Cease care At death 
  
7.  Decide treatment after death N/A 
 
 
General comments/observations 
  
 
Question 
 
Observation 
N/A  
 
Group agency overview 
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Section 2 - Individual identity - The subject as 
'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. 65 year old African American originally from the south and 
could have had a southern accent making him distinct 
amongst those in St. Louis.  
2. Social indicators N/A 
 
3. Pathology(ies) and likely 
impact(s) 
Walking, completing manual labor for work, and then his 
appearance due to rickets. 
4. Care received Yes, both long and short term care would have been 
necessary.  
5. Lifeways opportunities and 
constraints 
His ancestry would have made him already socially 
constrained compared to those who were white. His accent 
also would have marked him as a southerner distinguishing 
him in a crowd of northerners.  
 
Additional comments/observations 
  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s survival 
with disability suggest about 
their personality and 
motivation? 
He survived 5 months with tuberculosis meaning someone 
had to have cared for him and he had to have fought it.  
 
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
The caregivers would have been relatives, friends, or 
neighbors who would live in the same building as him. He 
could also be cared for by friends that don’t live in his 
building. 
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
 N/A 
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
cooperation suggest in terms of 
He would have had to accept his short comings and be open 
to receive care (financially or physically.  
 
  192 
e.g. level of function, 
personality traits, etc?  
Were different care options 
available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
N/A 
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
It would have been a mild challenge with rickets only because 
he had it since childhood and knows no other way. Social 
perception of him would have been impacted by his ancestry, 
southern accent, and eventually tuberculosis.  
yes 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were 
available? 
 
  
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
He would have needed help with self-maintenance and could 
have had to work on his mental health. Loss of independence 
can create mental health and self-worth issues 
 
Following from this question, 
what might long term survival in 
this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
N/A 
  
 
Additional comments/observations 
 Citations Used: Mayo Clinic, 2020. Hanley and Davidson, 2005.  Pettifor, 2004. Ortner, 2003. 
Missouri Climate Center, 2020. National Weather Service, 2020. Sandweiss, 2001. Baumann et 
al, 2011). University of Missouri, Columbia Sociology Department 1901. Fontana and Keene, 
2009. Carpenter, 1930. Whaples, 2001. Jack, 2007. Mayo Clinic 2020.  
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter.  
This individual was born in 1864 in Georgia. He was an African American male 
who was 1.69 meters tall, around 5 foot 4 inches, at autopsy. His weight also taken at 
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autopsy was 50.6KG or 111.55 pounds (Niovi et al., 2016). On record, he had rickets and 
died of chronic myocarditis (heart failure) in addition to pulmonary tuberculosis. His 
records indicated he had tuberculosis for 5 months prior to his death. In the years 
following the Civil War, beginning in 1879, waves of newly freed African Americans 
moved through Missouri to settle in Kansas. Some families decided to stay in Missouri 
instead of completing the route of the Exodusters (Jack, 2007). In his childhood he was 
deprived of vitamin D, which the skin produces due to exposure to UV light from the sun, 
creating a deficiency resulting in rickets (Hanley and Davidson, 2005; Ortner 2003, 
Pettifor, 2004).  
His long bones all display a lateral curvature in the shafts. Rickets would have 
impacted him since childhood. He could have had delayed growth and motor skill 
development. In addition, he could have suffered pain in the spine, os coxae, and in both 
legs. This pain could be episodic but would have started in childhood and lasted until his 
death in 1930 at the age of 65. His physical appearance would have made him stand out 
with bowed legs, thicker wrists and ankles, and a projected sternum. His walking gate 
would have been different to those without the condition, making him further stand out in 
a crowd. Rickets can also create an abnormal curvature of his spine, but it was not overtly 
noticeable during examination. There was osteophytic lipping present throughout the 
cervical (c2-6), thoracic (T10 and T11), and lumbar (L3-L5) regions.  
His cause of death was listed as chronic myocarditis and pulmonary tuberculosis. 
The duration of the tuberculosis was listed as five months prior to his death. At the end of 
his life he would have been coughing constantly and occasionally coughing up blood. 
Pain in the chest in general would have not been uncommon, nor pain when breathing or 
coughing. Tuberculosis can cause unintentional or unexpected weight loss, changing the 
individual’s appearance in a short span of time. Night sweats and chills would make him 
uncomfortable indoors or out, along with general fatigue. Fevers that last days are not 
uncommon and properly occurred on a more regular basis. Tuberculosis can also  affect 
the function of the kidneys, spine, and brain (Mayo Clinic, 2020). 
Spinal pain and stiffness are linked with tuberculosis, which can create mobility 
issues and affect job performance. Joint damage and arthritis caused by tuberculosis was 
compounded by the fact he performed manual labor. At the very least, he would need 
someone to assist in paying off bills if he could not work once his TB was severe enough 
to impact his ability to perform manual labor. In addition to bills, over the counter 
medicine and food costs would leave him with little spending money if he missed work. 
He was listed as single, so caregivers could be family, neighbors and friends. He would 
have needed assistance traversing long distances due to pain caused by rickets. 
Traversing even short distances could have caused pain. Due to the lack of  indoor 
plumbing and families that were of low socio-economic status would live in homes above 
shops or in buildings that had multiple levels, meaning that he would have to walk even 
to reach the bathroom, which would have been painful. 
         Mobility and the ability to complete daily tasks would be severely compromised 
by the onset of tuberculosis. He would not be able to work from the pain of coughing. In 
addition, people around him would see him coughing and it could provide a stigma that 
kept people away from him. A southern accent he might have had would have made him 
stand out even more in the northern city. His heart condition is often unpredictable and 
would have required careful monitoring. The Mayo clinic (2020) suggests lifestyle 
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modifications in addition to medication. These lifestyle changes consist of resting and 
reducing the workload of your heart. This would mean his job as a laborer could have 
impacted him negatively. It could take several months before the heart could handle a 
heavy workload after an incident. Restriction of alcohol and salt intake are also suggested 
by the Mayo clinic (2020). Knowing this individual was of lower socio-economic status, 
a healthier diet may have been more expensive than he could have afforded. Individuals 
around him would have cared for him during his five month battle with tuberculosis, if 
not earlier assisting him with mobility and daily tasks due to pain associated with rickets. 
Remaining independent prior to him contracting tuberculosis would have been possible 
through accommodations like using walking aids or canes to increase mobility and 
balance. 
Laborers in 1930 would earn an average hourly wage of $0.43 cents (US Bureau 
of Labor Statistics 1934).. The weekly national average of laborers in 1930 for hours 
worked was 50. His annual income if he worked every week would be $1,118 in 1930, 
today that would amount to $17,317.49 (Whaples, 2001). Pain and strain on his body 
could have meant missing a lot of work therefore his annual income could be 
significantly less than estimated. 
To provide an idea of possible expenditures for food related items the prices of 
select items were chosen to assist in building this model of care.  All food items are 
priced from the individual’s year of death. Beef by the pound cost $0.43 to $0.48 
depending on the cut, adjusted for inflation beef would have ranged from $6.66 to $7.44. 
A pound of bacon cost $1.01 and adjusted for inflation was $15.64. Butter, cheese per 
pound and fresh milk per quart were priced at $0.46, $0.30, $0.14 respectively. Adjusted 
for inflation the prices would be $7.13, $4.65, and $2.17 in the same order. Coffee and 
tea were priced at $0.39 and $0.73 with the adjusted totals being $6.04 and $11.31. 
Potatoes, sugar and rice per pound would cost $0.04, $0.07, and $0.09. Today it would 
cost $0.65, $1.08, and $1.54 respectively. These are just a few examples of the price of 
food items that families would have to purchase. Keeping in mind that it was typical to 
have extended family live with the individual, more food could have been purchased. 
Household bills also need to be considered, such as rent in addition to the prices 
below. Gas prices for a house were listed as $1.00 in 1924, no prices were located for 
1930 so the dollar was adjusted to 1930 totaling $0.98. Annual gas cost would be $15.18 
today. Coal prices ranged from $5.70 to $17.75, today that would equal $85.29 to 
$274.94. Annual electricity prices in 1930 ranged from $82.90 to $89.20, which would 
cost $1,284.10 to $1,381.68. These costs do not include transportation costs, but it is 
important to note that streetcars were an option for in-city transportation. St. Louis also 
had congested streets with automobiles as early as 1920. Railroads were used to travel 
around the state and for out of state travel if they could afford to take trips out of the state 
and city.   
Hospital data was difficult to find, but national averages for just the price of a 
hospital bed for a day ranged from $6 to $7 dollars (Carpenter, 1930). Today that single 
day fee would start at $92.94 to $108.43. Hospital minor operations cost between $4.50 
to $10.49 in 1930, using national averages. Minor operation costs today would range 
from $69.70 to $162.49. Today major operations would cost between $9.50 to $15.49. 
Major operations would cost $147.15 to $239.94. These price ranges are based on the 
size of the hospital wards. 
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Hospital records for prices were difficult to find, but one hospital combined 
general care, delivery room space, chloroform or anesthesia, laboratory service, food, 
baby care and baby clothing.  The all-inclusive hospital in the 1930s charged $115 to 
$180 for ten days in an all-inclusive private room. Those prices adjusted for inflation 
would be $1,781.32 to $2,788.15. A semi-private room for the ten days would cost 
between $80 to $90. Adjusting for inflation a semi-private room would cost $1,239.18 to 
$1,394.07. The individuals at the end of their life could not afford a burial therefore the 
chance of staying in a hospital is unlikely. 
This individual’s documentation and inclusion in the Terry collection indicates 
that at the end of his life he did not have money for a proper burial. On his morgue record 
he was listed as single, but even if he had no wife, he could have had family around him. 
It could have also meant that at the end of their life no family or friends claimed their 
remains. Inevitably the individual was donated to the collection by the state. If the state 
donated the remains, they would not have to pay money to bury the individual 
Index of Care - Step 1- FS826 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS826 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
This individual is a 38 year old African American male. Stature provided by the 
Smithsonian 1630mm 163cm. Weight 55.6KG and 122.577lbs. Bass estimation 156cm-165cm. 
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present  
Cranial shelf or lip present on a ledge 
on occipital that surrounds foramen 
magnum and might (think it includes) 
the external occipital protuberance. 
Left and Right ear only malleus. 
Frontal bone round and large shape, 
broken styloid process. 
Weird lipping on occipital.   
 
Hyoid  
 
Not Present  
 
  
 
Left Clavicle  
 
Present 
 
  
 
Left Femur  
375mm. Present. thick and bows outwards/ laterally, 
porosity on neck and distal end and on 
condyles. Right has a bony 
tubercle/projection that left does not 
 357mm. Present.   Fibula: Slight bowing on distal ends of 
  196 
Left Fibula  shaft  
 
Left Foot 
Present   
 
Left Hand 
Present   
 
Left Humerus 
303mm. Present. growth around the head and greater 
tubercle and lesser tubercle sort of 
weird look to it Both have large/thick 
shafts with a predominant spiral 
 
Left os coxae 
Present Os coxae→ no real porosity and in 
good shape 
 
Left Radius 
243mm. Present. shaft feels/looks like it was flattened 
  
 
Left Scapula  
Present.  Very little porosity on coracoid process 
and acromion and under glenoid fossa 
left and right cracks in the middle part 
(weird shape drawn on notes)  
 
Left Tibia 
363mm.  Present. Tibia bows forward and then slightly 
laterally 
 
Left Ulna 
261mm. Present. thickened proximal end of shaft before 
coracoid process, bends in anatomical 
position out/ lateral most of 
bowing/bending is proximal and not as 
much in distal portion 
 
Mandible  
Present.   
  
Patella  Present Both Sides  
  
Ribs Present Good, normal, not much if any ossified 
cart all there and not broken  
Right Clavicle  Present Sternal end not round and is super 
wide. 
 
Right Femur 
Present thick and bows outwards/ laterally, 
porosity on neck and distal end and on 
condyles. Right has a bony 
tubercle/projection that left does not 
 
Right Fibula  
Present  Fibula: Slight bowing on distal ends of 
shaft 
 
Right Foot  
Present   
 
Right Hand  
Present    
 
Right Humerus 
Present growth around the head and greater 
tubercle and lesser tubercle sort of 
weird look to it Both have large/thick 
shafts with a predominant spiral  
 Present  Os coxae→ no real porosity and in 
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Right os coxae good shape 
 
Right Radius  
Present  shaft feels/looks like it was flattened  
 
Right Scapula  
Present  Very little porosity on coracoid process 
and acromion and under glenoid fossa 
left and right cracks in the middle part 
(weird shape drawn on notes)  
 
Right Tibia 
Present  Tibia bows forward and then slightly 
laterally 
 
Right Ulna 
Present  thickened proximal end of shaft before 
coracoid process, bends in anatomical 
position out/ lateral most of 
bowing/bending is proximal and not as 
much in distal portion 
 
Sacrum/ Coccyx 
Sacrum: Present 
Coccyx: Present 
Sacrum→ sacral tuberosity large fossa 
with porosity 
 
Spine 
Cervical: 
Thoracic: 
Lumbar: 
Fusion?:  
Verts→ no porosity or lipping (porosity 
slight like a few hole not really any 
porosity). Lumbar verts No pictures to 
save time all normal no lipping, 
porosity, or fusion 
 
Sternum  
Manubrium: present 
Corpus Sterni: present 
Xiphoid Process:  
Sternum→ manubrium and corpus 
sterni not fused but present in 2 pieces 
  
Skeletal elements: additional comments/observations 
Cribria Orbitalia: yes, but can only feel it 
Porotic Hyperostosis: yes both sides 
(iv) Teeth recovered - Maxilla 
Maxilla-  
Left- LI1 (frag), LI2 LC1 all present and in occlusion rest not present premolars no crypts. Molars 
partially healed with partial crypts. 
Right-RI1(Frag),RI2(Frag), FRAG RC1 RP3, RP4 (frag) RM1, RM2 RM3, in occlusion, weird 
bone growth on RM3  
(iv) Teeth recovered – Mandible 
Left- LI1,LI2,LC1,LP3,LP4,LM2, all in occlusion. No crypts for LM1 and LM3. Right- RI1, RI2 
Frag, RC1 frag, RP3, RP4 frag, in occlusion no crypts for other teeth 
Dental aspects: additional comments/observations 
 Linear Enamel Hypoplasia: N/A 
 Dental Caries: 4 mandibular, maxilla 3.  
(v) Section 1: The Individual - additional comments / observations 
Smithsonian Information 
Pathology: Rickets, femur and skull base.  
Occupation listed on death certificate:  
State of Birth: Missouri 
Status: Married 
COD: Pulmonary TB 
DC Duration: 2 years 
Chron Age:  
DC Age:  
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YOB: 1893 
DC YOB: 1892 
Died: 1931  
Porosity: Distal ends of femurs, distal ends of fibula, proximal ends under articular surface of 
tibia. 
(vi) References/sources 
  Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
Long Bones Curvature of the Long 
bones 
Present  Due to Rickets 
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not relevant/no 
apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
Bowing of long bones Characteristic of rickets 
 
General comments / observations 
(iii) Generalised indicators of health stress   
(iv) Individual Pathologies 
Pathology #1: Diagnosis- Rickets 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 N/A 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
 N/A 
(c) Possible cause(s) of pathology (including possible contributing factors)  
Rickets is a condition caused by the lack of vitamin D that predisposes individuals to 
poor muscle and bone health (Hanley and Davidson, 2005). Rickets mostly affects infants and 
young children (Ortner, 2003). Vitamin D distribution to infants relies heavily on breast milk but 
also to exposure to sunlight (Pettifor, 2004). Breast milk could lack vitamin D due to social and 
religious cultural practices in addition to environmental conditions (Pettifor, 2004). 
(d) Estimated pathology duration 
 Infancy until death 
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 Lived with until death.  
(f) General comments/observations 
(g) Specific pathology references   
Mortuary Context 
(i) Location of remains 
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 The Terry Collection is housed at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
The remains are contained in two cardboard boxes that include all bones. The head is in a 
separate cardboard lid with foam donut to support the skull. The mandible is often included in the 
same cardboard lid as the skull but can also be separate from the cranium. Often included in the 
cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for storage 
sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in relation 
to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
(v) Section 3: Mortuary Context - additional comments/observations 
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
This year is included in the dust bowl years 1930’s and 1940’s that was characterized by 
severe heat and drought (Missouri Climate Center, 2020). 
Temperature average for the year is reported as 58.5 degrees Fahrenheit. Winter average 
is reported as 36.7 degrees, spring 52.1 degrees, summer 78.6 degrees, and fall is 63.5 degrees 
Fahrenheit (National Weather Service, 2020). Precipitation and snow were not recorded for this 
year (National Weather Service, 2020). 
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farmland developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access to 
fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River 
(Sandweiss, 2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, ease 
of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
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(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals - 
implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture - implications for potential role of disabled 
individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources  
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
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(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in the 
city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, other]; 
division of labour [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below] - implications for understanding role and treatment of subject - where did 
the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, sex, 
occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role and 
treatment of individual etc. [this information may have been covered in whole or part in Section 
3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along with 
racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in 1929-1931 was listed as 59.20 but it can vary based on ethnicity, 
socio-economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, US 
Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, abscess, 
tooth loss etc. - how does subject compare?) 
 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
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  N/A 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  Racial tensions were prominent in the city of St. Louis as well as tensions with 
immigrants to the city. 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources  
STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts:  
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter. 
Index of Care - Step 2-FS826  
Section 1 : Clinical Impact  
Pathology #1 - Rickets 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
3. Sensory 
functions/nerv
ous system (ii): 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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other (e.g. 
Sight, hearing, 
balance) 
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
5. 
Cardiovascular 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
6. 
Haematologica
l system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
7. Respiratory 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
8. Immune 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
11. 
Integumentary 
system / 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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function 
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
 N/A 
References/sources 
 N/A 
Potential for interaction between symptoms identified above 
 N/A 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
 N/A 
Symptom change over disease course 
 N/A 
Symptom interaction (implications) 
 N/A 
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
 N/A 
References/sources 
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Part 4: Identify possible/probable interactions between 
different pathologies 
 
Interacting pathologies and/or symptoms 
 
Nature and outcomes of possible / probable 
interactions 
  
 
Step 2 - Part 4: Additional comments/observations 
N/A 
References/sources 
N/A 
Pathology #2 - Rickets 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
 
1. Self-provisioning: ability to 
manage access to food and drink 
unaided (e.g. independently 
access nearby sources of food 
and water). 
 
Capable 
 
  
 
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to convey 
food and drink to mouth). 
 
Capable 
 
  
 
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating infection 
and managing infection risk) 
 
Capable 
 
  
 
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), item 
retrieval etc. 
 
Capable 
 
  
 
5. Mobility over limited distance: 
ability to move unaided over 
short distances (e.g. inside and 
around dwelling, out of range of 
 
Not Capable 
 
Extreme bowing present could impact 
mobility ability. 
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potential hazards etc.) 
 
6. Control over body position: 
ability (re)position body parts as 
desired without assistance (e.g. 
to sit up and transfer body 
weight from a reclining position 
unaided). 
 
Capable 
 
  
 
Section 2 - Part 1: Additional comments/observations 
Rickets is a condition caused by the lack of vitamin D that predisposes individuals to poor muscle 
and bone health (Hanley and Davidson, 2005). Rickets mostly affects infants and young children 
(Ortner, 2003). Vitamin D distribution to infants relies heavily on breast milk but also to exposure 
to sunlight (Pettifor, 2004). Breast milk could lack vitamin D due to social and religious cultural 
practices in addition to environmental conditions (Pettifor, 2004).  A lack of Vitamin D prevents 
the body from mineralizing bone protein (Ortner, 2003). A bone lacking this mineralization 
cannot support biomechanical function creating deformation of the bone (Ortner, 2003). Rickets 
can still impact individuals after skeletal maturity (Ortner, 2003). After reaching skeletal maturity 
the body will remodel bone as maintenance or in response to traumatic events (Agarwal, 2019). 
Remodeling removes and replaces bone throughout an individual's lifecycle (Gocha et al., 2019). 
In individuals with rickets the remodeling of bone will continue but will create a deformity in the 
bone due to the replacement of mineralized bone with unmineralized bone (Ortner, 2003). Rickets 
is a systemic disease in early childhood and affects the skeleton but does not directly impact 
mortality but it deforms the bones of the individual. This disease affects people worldwide but is 
seen in a higher frequency in urban communities with little sunlight exposure (Ortner, 2003). 
References/sources 
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
 
1. Basic lifestyle 
 
  
 
  
 
Able to 
participate 
 
  
 
2. Economic 
 
  
 
  
 
Able to 
participate 
 
  
 
3. Domestic 
 
  
 
  
 
Able to 
participate 
 
  
 
4. Mobility 
 
  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
  
 
5. Community life 
 
  
 
  
 
Able to 
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(other) participate 
 
6. Interpersonal 
relations 
 
  
 
  
 
Able to 
participate 
 
  
 
7. 
Learning/applying 
knowledge 
 
  
 
  
 
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
Rickets very present in the long bones and can cause mobility issues. 
Section 2 - Part 2: Additional comments/observations  
References/sources  
Final comments/observations- Yes: likely that subject required care 
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
Index of Care- Step 3- FS826 
Pathology #1 - Rickets 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duration 
comment
s 
 
Effort and 
resources 
involved 
 
Efficacy 
of care 
1. Provision of 
food and water 
Probab
le 
Rickets is caused 
by childhood 
nutritional 
deficiency  
Long 
term 
Rickets is 
develope
d as a 
childhoo
d and the 
individual
’s bones 
were 
altered 
extensive
ly.  
Might be 
difficult 
to find or 
maintain 
a job. 
Food and 
water 
cost 
money  
The care 
that 
could be 
given 
could be 
monetar
y in 
nature.   
2. Maintaining 
normal body 
temperature 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
3. Facilitation of 
comfort, rest and 
sleep 
Probab
le 
The stress of the 
bowing of the long 
bones could cause 
stress or pain 
overtime with 
activity 
Long 
term 
Rickets is 
develope
d as a 
childhoo
d and the 
individual
’s bones 
were 
Could use 
pillows 
and 
blankets 
to get 
comforta
ble and 
maybe 
This 
would 
be long 
term but 
at the 
same 
time 
could be 
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altered 
extensive
ly.  
took 
somethin
g for pain 
along 
with a 
possible 
massage.  
done by 
the 
individu
al 
without 
the need 
for 
assistan
ce.  
4. Ensuring 
physical safety 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
5.Maintaining/assi
sting mobility 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
6. Monitoring 
health status 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
7. Maintenance of 
personal 
hygiene/protectio
n of integument 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
8. Physical 
manipulation, 
postural 
adjustment 
Probab
le 
The long bones 
display 
pronounced 
bowing and would 
probably cause 
some discomfort.  
Long 
term 
Rickets is 
develope
d as a 
childhoo
d and the 
individual
s’ bones 
were 
altered 
extensive
ly.  
Pain 
medicine 
if needed, 
warm 
bath, 
anything 
that could 
relieve 
discomfor
t.  
Medicin
e for 
pain was 
available 
but if 
the 
individu
al did 
not have 
the 
financial 
means 
family 
member
s could 
help pay 
for it.  
9. Maintenance of 
physiological 
functioning 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) and 
technologies 
Not 
releva
nt 
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Step 3 Section 1: Additional comments/observations 
  
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/commen
ts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
1. Basic lifestyle Possible  
  
Long 
term 
 
  
 
  
 
  
2. Economic Possible  
  
Long 
term 
 
  
 
  
 
  
3. Domestic Possible  
  
 
  
 
  
 
  
 
  
4. Mobility (over 
distance) 
Probabl
e 
Rickets is developed 
as a childhood and 
the individual’s 
bones were altered 
extensively. It could 
limit the amount the 
individual could 
move without pain 
or assistance.  
Long 
term 
 
  
 
  
 
  
5. Community life 
(other) 
Possible Pain from rickets as a 
result of its effect on 
the skeleton could 
be painful. The 
individual might not 
be able to handle 
community activities  
Long 
term 
 
  
 
  
 
  
6. Interpersonal 
relations 
Not 
relevant 
 
  
 
  
 
  
 
  
 
  
7.Learning/applyi
ng knowledge 
Not 
relevant 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations 
  
References/sources 
 
  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
 
Walking aid and medication  
Walking aids could be purchased or gotten 
through bartering. It could also be possible a 
walking stick was selected from a fallen branch 
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in the yard. 
Additional comments and observations. 
Index of Care - Step 4- FS826 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
He would have needed occasional care during his life due 
to pain associated with rickets. Needed care over the two 
years he battled TB because he was only 38 and married. 
He had at least one dependent and needed care to get 
back on his feet and bring in income.  
 
2.  Assess considerations 
for/against care 
He could have remained largely independent until he 
contracted tuberculosis. In my personal experience with 
having a long-term disability I tried to remain as 
independent as possible. Therefore, I like to approach 
each individual as trying to retain their individual agency 
as much as possible. 
3.  Decision to provide care His wife was his primary caregivers and needed him to get 
better to be able to earn an income.  
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
Direct support and accommodation would be the 
strategies of care. It can be direct financially or 
accommodations to make everyday activities easier. 
Accommodations could have been made to ensure he felt 
some sort of independence for his mental health. 
5.  Implementing and reviewing 
care practice 
The care for rickets would have evolved as the pain and 
daily tasks got harder as he aged while doing manual 
labor. He did die at the age of 38 but lost his life to TB. 
Two years of care were given before he died of TB. 
6.  Cease care At Death.  
  
7.  Decide treatment after death N/A 
 
 
General comments/observations 
  
 
Question 
 
Observation 
  
 
Group agency overview 
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Section 2 - Individual identity - The subject as 
'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. He was a 38 year old African American Male with rickets and 
died of TB after battling it for two years. 
2. Social indicators Doesn’t really apply other than being African American 
determined a lot for him. 
3. Pathology(ies) and likely 
impact(s) 
Rickets causing pain and making his manual labor job hard. In 
addition, he suffered with TB for two years.  
4. Care received Minimal care when needed for pain associated with rickets 
but would receive care during his 2 yearlong battle with TB. 
5. Lifeways opportunities and 
constraints 
Being an African American male, he was subject to more 
violence and had a set social group based on the perception 
of skin color at the time.  
 
Additional comments/observations 
  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s 
survival with disability suggest 
about their personality and 
motivation? 
He lived with Rickets all his live and battled TB and the nasty 
symptoms that come with it for two years. He had a wife and 
would have fought to maintain independence or at least the 
ability to provide a stream of income for his family. 
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
High quality care because it was probably primarily his wife 
caring for him.  
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of 
care in the group? If so, how 
do ‘cases of care’ compare? 
 N/A 
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
cooperation suggest in terms 
of e.g. level of function, 
personality traits, etc?  
He would have to have been accepting for the care he’d need 
during his battle with TB (financial support/accommodation 
and physical help to complete daily tasks).  
 
Were different care options N/A 
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available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How 
may this have affected the 
subject’s self-perception and 
perception by others?  
It would have been a mild challenge with rickets only because 
he had it since childhood and knows no other way. Social 
perception of him would have been impacted by his ancestry 
and eventually tuberculosis.  
yes 
 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were 
available? 
 
N/A 
Where care included 
assistance with ‘self-
maintenance’ (e.g. toileting, 
postural positioning) involving 
intimate interventions (e.g. 
washing, massage) how might 
this affect self-esteem?   
He would have needed help with self-maintenance and could 
have had to work on his mental health. Loss of independence 
can create mental health and self-worth issues 
 
 
Following from this question, 
what might long term survival 
in this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
N/A 
  
 
Additional comments/observations 
Citations Used: Mayo Clinic, 2020. Hanley and Davidson, 2005.  Pettifor, 2004. Ortner, 2003. 
Missouri Climate Center, 2020. National Weather Service, 2020. Sandweiss, 2001. Baumann et 
al, 2011). University of Missouri, Columbia Sociology Department, 1901. Fontana and Keene, 
2009. Carpenter, 1930. Whaples, 2001. Jack, 2007. Mayo Clinic 2020. US labor Statistics 1941. 
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter. 
This individual was born in the state of Missouri in 1892. He was an African 
American male who was 1.63 meters tall, around 5 foot 3 inches, at autopsy. His weight 
also taken at autopsy was 55.6KG or 112.58 pounds. On record he had rickets and died of 
pulmonary tuberculosis. His records indicated he had tuberculosis for 2 years prior to his 
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death. In his childhood he was deprived of vitamin D, creating a deficiency resulting in 
rickets (Niov et al., 2016). 
         His long bones all display a lateral curvature in the shafts, ascribed to rickets. 
Rickets would have impacted him since childhood. He could have had delayed growth 
and motor skill development during his childhood. In addition, he could have suffered 
pain in the spine, os coxae, and in both legs (Handley and Davidson, 2005; Ortner, 2003; 
Pettifor, 2004). This pain could be episodic but would have started in childhood and 
lasted until his death in 1931 at the age of 38. His physical appearance would have made 
him stand out with bowed legs, thicker wrists and ankles, and a projected sternum. His 
walking gate would have been different to those without the condition making him 
further stand out in a crowd. Rickets can also create an abnormal curvature of his spine, 
but it was not overtly noticeable upon examination. 
         His cause of death was listed as pulmonary tuberculosis (Niovi et al., 2016). The 
duration of the tuberculosis was listed as two years prior to his death. During the two 
years he would have been coughing frequently, and occasionally coughing up blood. Pain 
in the chest in general is not uncommon in TB patients, nor is pain when breathing or 
coughing. Tuberculosis can cause unintentional or unexpected weight loss changing the 
individual’s appearance in a short span of time. Night sweats and chills would make him 
uncomfortable indoors or out, and be accompanied by general fatigue. Fevers that last 
days are not uncommon and probably occurred on a more regular basis. Tuberculosis also 
can affect the function of the kidneys, spine, and brain  (Mayo Clinic, 2020). 
         Spinal pain and stiffness are linked with tuberculosis, which can create mobility 
issues and job performance. Joint damage and arthritis caused by tuberculosis was 
compounded by the fact he performed manual labor. At the least, he would need someone 
to assist in paying off bills if he could not work. In addition to bills, over the counter 
medicine and food costs would leave him with little spending money if he missed work. 
He was documented as married with a wife surviving him. Caregivers could include his 
wife, family members, neighbors, and friends. He would have needed assistance 
traversing long distances due to pain caused by rickets. There was no indoor plumbing 
and families that were of low socio-economic status would live in homes above shops or 
in buildings that had multiple levels.  
         Mobility and the ability to complete daily tasks would be severely compromised 
by the onset of tuberculosis. He would not be able to work from the pain of coughing. In 
addition, people around him would see him coughing and it could create a stigma that led 
to a social distance around him. Caregivers would have cared for him during his two-year 
battle with tuberculosis, if not earlier to assist him with mobility and daily tasks due to 
pain associated with rickets. Remaining independent prior to him contracting tuberculosis 
would have been possible through accommodations like using walking aids or canes to 
increase mobility and balance. 
Laborers in 1931 would earn an average hourly wage of $0.40. The weekly 
national average of laborers in 1931 for hours worked was 50 (Wahpes, 2001). His 
annual income if he worked every week would be $1,040 in 1931, today that would 
amount to $17,699.02. Pain coupled with the strain on his body could have resulted in 
missing work, therefore his annual income could have been significantly less than 
estimated. 
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To provide an idea of family expenditures for food related items the prices of 
select items were chosen to assist in building this model of care. The prices were 
recorded by the US Bureau of Labor Statistics (1929, 1930, 1934). All food items are 
priced from the individual’s year of death. Beef by the pound cost $0.31 to $0.41 
depending on the cut, adjusted for inflation beef would have ranged from $5.28 to $6.98. 
A pound of bacon cost $0.88 and adjusted for inflation was $14.98. Butter, cheese per 
pound and fresh milk per quart were priced at $0.36, $0.24, $0.13 respectively. Adjusted 
for inflation the prices would be $6.13, $4.04, and $2.21 following the same order. 
Coffee and tea were priced at $0.33 and $0.70 with the adjusted totals being $5.62 and 
$11.91. Potatoes, sugar and rice per pound would cost $0.02, $0.08, and $0.09. Today it 
would cost $0.65, $1.36, and $1.53 respectively. These are just a few examples of the 
price of food items that families would have to purchase. Keeping in mind that it was 
typical to have extended family live with the individual, there would be more food 
purchased. 
Household bills also need to be considered, such as rent, in addition to the prices 
below. Gas prices for a house were listed as $1.00 in 1924, no prices were located for 
1931 so the dollar was adjusted to 1931 totaling $0.89. Annual gas cost would be $15.15 
today. Coal prices for St. Louis ranged from $5.19 to $15.97, today that would equal 
$88.32 to $271.78. Annual electricity prices in 1931 ranged from $77.00 to $88.40, 
which would cost $1,310.41 to $1,504.42. These costs do not include transportation costs, 
but it is important to note that streetcars were an option for in city transportation. St. 
Louis also had congested streets with automobiles as early as 1920. Railroads were used 
to travel around the state and for out of state travel.  
Hospital data was difficult to find, but national averages for just the price of a 
hospital bed for a day ranged from $5.46 to $6.37 dollars in 1931 (Carpenter, 1930). 
Today that single day fee would start at $92.92 to $108.41. Hospital minor operations 
cost between $4.10 to $9.55 in 1931 using national averages. Minor operation costs today 
would range from $69.77 to $162.52. Major operations would cost between $8.65 to 
$14.10. Major operations would cost $147.21 to $239.96 adjusted for inflation. These 
price ranges are based on the size of the hospital wards. Hospital records for prices were 
difficult to find but one hospital combined general care, delivery room space, chloroform 
or anesthesia, laboratory service, food, baby care and baby clothing. The all-inclusive 
hospital in the 1930s charged $115 to $180 for ten days of an all-inclusive private room. 
In 1931 those adjusted prices would be $104 to $163. Those prices adjusted for inflation 
would be $1,769.90 to $2,773.98. A semi-private room for the ten days would cost 
between $80 to $90. Fees would total $72.81 to $81.92 in 1931. Adjusting for inflation a 
semi-private room would cost $1,239.10 to $1,394.14 (Us Bureau of Labor Statistics, 
1931).  
Hospitals would have a dedicated ward for African Americans or not allow them 
to be seen. St. Louis in particular is known to have a long sordid history of racial 
violence, exploitation, tension, and segregation of immigrants, african Americans, and 
european Americans (Baumann et al., 2011; Romeo, 2016). Some hospitals would allow 
African American patients to be seen after the waiting room was cleared of european 
Americans (Hunkle, 2014; Tehrani et al., 2019). There was no data found for healthcare 
costs during this time period that demarcated the fee difference between Afrian 
Americans and European Americans utilizing the services. Therefore, the inclusion of 
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this data is to provide a framework for healthcare expenditures for those who could 
access it.  
This individual’s documentation and inclusion in the Terry collection indicates 
that at the end of his life he did not have money for a proper burial. It could have also 
meant that at the end of his life, no family or friends claimed his remains. The individual 
was donated to the collection by the state, because if the state donated the remains, they 
would not have to pay money to bury the individual. 
 
Index of Care - Step 1- FS1279 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS1279 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
This individual is a 72 year old European Male.  
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present  
Maxilla no crypts or teeth.  
Ear Bones: Right has all 3. Left only 
fragment of the malleus, that is it  
Cranial: No teeth in occlusion. Both 
styloid processes are intact, damage 
to right temporal cavity external 
meatus 
 
Hyoid  
 
Present  
95% of the hypoid by my estimate is 
complete with only the end of the 
greater horn on one side is broken. 
This is thought to be caused by 
damage through handling.  
 
Left Clavicle  
 
Present 
Right and left ends extremely 
  
 
Left Femur  
488mm. Present. Left porosity distal end on lateral part 
of condyles growth on proximal end 
on greater trochlea. Damage to head 
(posterior) same porosity on neck. 
 
Left Fibula  
 404mm. Present.   porosity on distal end (right only) but 
both have weird growths proximal 
and distally  
 
Left Foot 
Present   
 Present   
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Left Hand 
 
Left Humerus 
360mm. Present. porosity and growth on lateral 
condyle like on the right. Damage to 
head missing greater tubercle and 
head. Still has growth like right. 
 
Left os coxae 
Present  
  
 
Left Radius 
265mm. Present. Left porosity on radial head and neck. 
No damage like the right. Same deal 
with dorsal tubercle.  Radial styloid 
process is gone starting by supra-
styloid crest. 
 
Left Scapula  
Present.  Broken coracoid, growth and 
wide/haltered acromonian  
 
Left Tibia 
407mm.  Present. Left same as right without porosity on 
distal end. On the posterior-lateral 
side/angle of the medial malleolus 
there is a projecting growth or 
ossified carting. 
 
Left Ulna 
289 mm. Present. distal proximal porosity, styloid 
process not damaged growth 
projecting up on olecranon 
 
Mandible  
Present.   
  
 
Patella (Left + 
Right) 
L: Present 
R: Present  
 
  
 
Ribs 
Present All Highly Fragmented  
 
Right Clavicle  
Present Right and left ends extremely 
  
 
Right Femur 
Present Right porosity/ growth all over 
proximal end possible trauma? 
 
Right Fibula  
Present  porosity on distal end (right only) but 
both have weird growths proximal 
and distally 
 
Right Foot  
Present   
 
Right Hand  
Present    
 
Right Humerus 
Present. 365mm. Right porosity on lateral condyle 
(posterior), growth on lateral condyle 
with odd pattern. Damage (handling) 
to the posterior side of humeral head 
on top (superior) of greater tubercle 
is damaged from handling. Greater 
tubercle has growth making it much 
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wider, Growth on lesser tubercle as 
well the growth grows over to the 
head making the anatomical neck 
obscured. 
 
Right os coxae 
Present  Sacrum and os coxae (right): are 
fused through ossified ligaments.  
Hole in right iliac fossa  
 
Right Radius  
Present. 273mm.  Right porosity on radial neck. Damage 
on posterior part of radial head. 
Dorsal tubercle very robust with large 
depressions on either side. Growth 
on the lateral side on anterior side. 
Weird surface by supra-styloid 
process. 
 
Right Scapula  
Present  Broken coracoid, growth and 
wide/haltered acromonian  
 
Right Tibia 
Present  Right at proximal end has growths or 
ossified muscle attachments and 
porosity. Porosity is also present on 
distal end. 
 
Right Ulna 
Present  Right distal proximal porosity, 
damaged styloid process growth 
projecting up on olecranon 
 
Sacrum/ Coccyx 
Sacrum: Present 
Coccyx: Present 
Coccyx present, on top part fused to 
sacrum. 
 
Spine 
Cervical: 7 
Thoracic: 12 
Lumbar: 5 
Fusion?: yes 
All Verts have lipping. Fused verts- L1 
to L3, L1 and T12, T12-T7 (all fused, 
dish), T12 and T7 separate due to 
handling? 
 
Sternum  
Manubrium: yes 
Corpus Sterni: yes 
Xiphoid Process:  
Sternum: manubrium and corpus 
sterni present but separate, very 
robust and had ossified cart 
connected 
Skeletal elements: additional comments/observations 
Cribria Orbitalia: No 
Porotic Hyperostosis: Yes 
(iv) Teeth recovered - Maxilla 
 No Crypts 
(iv) Teeth recovered - Mandible 
 2 crypts for canines or premolars.  
Dental aspects: additional comments/observations 
 Linear Enamel Hypoplasia: No 
 Dental Caries: No 
(v) Section 1: The Individual - additional comments / observations 
Porosity: Scapula right- scapular head, under acromion 
 Left- same as right  
 Clavicle- Left and right, on both ends  
 Femur- Right proximal and distal ends  
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Fibula- Right distal and lateral malleolus  
 Ulna-Right proximal end and distal on right the process (bottom is chipped)  
 Left is distal and proximal ends 
Smithsonian Information 
Stature and Weight: Stature 1.769 cm. Weight 70.6KG, 155.6464 pounds. Bass stature estimate 
179 cm to 180 cm. 
Pathology: DISH and Mastoiditis. 
Occupation listed on death certificate: Cabinet maker. 
State of Birth: UNK 
Status: Widower 
COD: Cardiac disease, degenerative heart disease, bronchial pneumonia. 
DC Duration: UNK 
Chron Age: 72 
DC Age: 72 
YOB: 1865 
DC YOB: 1865 
Died: 1937   
(vi) References/sources 
 Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
Verts DISH Fused at death   
Right Femur Fracture Not fully Healed  
    
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not relevant/no 
apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
Cardiac Cause of Death  DISH is known to affect the heart 
 
General comments / observations 
Possible fracture to right femur on the neck before the femoral head anterior and greater 
trochanter. Does not appear to be fully healed. See Pictures. 2 radiating fracture lines on each side 
below main line Smaller one distal bigger proximal 
(iii) Generalized indicators of health stress  
  N/A 
(iv) Individual Pathologies 
Pathology #1: Diagnosis- DISH 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 DISH diagnosed as stated on morgue records  
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
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(c) Possible cause(s) of pathology (including possible contributing factors)  
 The exact cause of the pathology is unknown. Factors that may contribute to the 
formation of DISH are suggested to be metabolic diseases, genetics, high calorie diets, and 
mechanical pressures (Faccia et al., 2015; Ortner, 2003). This pathology is associated with aging 
individuals that is around the age of 40 or older. It also effects males disproportionately in the 
archaeological record (Faccia et al., 2016). 
(d) Estimated pathology duration 
 Estimating the duration of DISH in this individual was calculated by taking the age at 
death (72) and subtracting the estimation of onset (40) resulting in a possible 32-year duration.  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 The fusion of six vertebrae with the characteristic wax bone growth and the fusion of the 
os coxae to the sacrum suggest the pathology was far along. The fusion of the vertebrae is 
considered complete at time of death. DISH sometimes involves parts of the skeleton that are not 
part of the spine such as the ulna, patella, calcaneus, and ox coxae are thought to be secondary to 
the fusion (Faccia et al., 2016, Ortner, 2003). Only one side of the os coxae is fused to the sacrum 
and would contribute to limited motion.  
(f) General comments/observations 
(g) Specific pathology references  
Pathology #2: Diagnosis- Trauma- Right Femur 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 The fracture is located on the superior surface femoral neck. The area around the fovea 
capitis has a raised yet flattened area around the capitis. This suggests a possibility of ossification 
that sometimes accompanies dish. The fracture runs the length of the femoral neck with radiating 
fracture lines that form an incomplete triangle. This could be a flexion fracture or compression 
fracture.  
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
N/A 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 Possibility of DISH being a contributing factor for fracturing. The addition of a 
completely fused sacrum and right os coxa and DISH could have altered the walking gate adding 
to a higher chance of injury.  
(d) Estimated pathology duration 
  It was unhealed at time of death so it could have occurred at a minimum of six to eight 
weeks prior to death. That is the estimated healing time with modern medicine and time to 
recover. It is unknown if they could afford medical care or take time off work.  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 N/A 
(f) General comments/observations 
Compression fractures result in a variety of patterns in bone. The bone is exposed to a 
quick excessive impact which creates the compression fracture. Compression fractures can be 
found in the spine but also on joint surfaces (Ortner, 2003). This type of fracture in the skull often 
has radiating fractures around the fracture created by impact (Ortner, 2003). 
Flexion or bending fractures result from abnormal stress when the bone is bent (Ortner, 
2003). An example of this type of fracture is a parry fracture that is the result of breaking a fall or 
defensive action taken by the individual (Smith, 1996). Parry fractures are located midshaft on the 
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radius or ulna (Smith, 1996). The stress on the bone results in a transverse separation in the bone. 
It can also create an oblique fracture on the side the bone is compressed with a transverse fracture 
on the site of the bending stress. This type of break can also result in a triangular bone fragment 
(Ortner, 2003). 
(g) Specific pathology references 
Mortuary Context 
(i) Location of remains 
 The Terry Collection is housed at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
The remains are contained in two cardboard boxes that include all bones. The head is in a 
separate cardboard lid with foam donut to support the skull. The mandible is often included in the 
same cardboard lid as the skull but can also be separate from the cranium. Often included in the 
cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for storage 
sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in relation 
to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
(v) Section 3: Mortuary Context - additional comments/observations 
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
 Temperature average for the year is reported as 54.9 degrees Fahrenheit. Winter average 
is reported as 33.5 degrees, spring 54.2 degrees, summer 78.2 degrees, and fall is 55.7 degrees 
Fahrenheit (National Weather Service, 2020). Snow accumulation for the year was 20.7 inches. 
Precipitation in total was reported to be 36.85 inches for the year (National Weather Service, 
2020). 
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farm land developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access to 
fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River 
(Sandweiss, 2001).  
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(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, ease 
of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals - 
implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture - implications for potential role of disabled 
individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources  
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
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Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in the 
city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, other]; 
division of labour [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below] - implications for understanding role and treatment of subject - where did 
the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, sex, 
occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role and 
treatment of individual etc. [this information may have been covered in whole or part in Section 
3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along with 
racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in 1931 was listed as 59.20 but it can vary based on ethnicity, socio-
economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, US 
Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
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(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, abscess, 
tooth loss etc. - how does subject compare?) 
 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
  N/A 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  There is a record for racial tension and violence documented in St. Louis throughout the 
history of the city.  
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources  
STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts: 
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
 
Index of Care - Step 2- FS1279 
Section 1 : Clinical Impact  
Pathology #1- DISH 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
(possibl
e, prob, 
Not 
Indicate
d) 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
Yes 
 
Probabl
e 
 
As the vertebra 
fused and the 
secondary 
fusion of the 
sacrum and os 
coxae would 
limit mobility 
through the 
progression of 
DISH 
Not 
Indicat
ed 
 
From onset until 
death 
 
  
Possible 
fusion of 
the 
femur 
would 
further 
limit 
mobility 
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2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes 
 
Probabl
e 
 
Inflammation 
and 
ossification 
could have 
caused pain. 
The excess 
bone growth 
that looks like 
wax would 
provide 
discomfort.  
Not 
Indicat
ed 
 
From onset until 
death 
 
  
 
  
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
Yes 
 
Possibl
e 
 
 
 
Not 
Indicat
ed 
 
From onset until 
death 
 
  
 
  
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, sleep, 
emotion, language 
No 
 
Not 
indicate
d 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
5. 
Cardiovascular 
system / 
function 
Yes Probabl
e 
 
This individual 
had known 
heart problems 
and DISH is 
suggested to 
be correlated 
with heart 
problems. 
Not 
Indicat
ed 
 
 
  
 
  
6. 
Haematological 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
7. Respiratory 
system / 
function 
Yes 
 
Possibl
e 
 
Ossification of 
ligaments and 
additional 
bone growth 
can cause 
discomfort and 
possibly 
trouble 
breathing 
when added to 
polluted air 
quality 
 
 
 
  
 
  
8. Immune No Not  Not   
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system / 
function 
 Indicat
ed 
 
  Indicat
ed 
 
    
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
11. 
Integumentary 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
 
References/sources 
 
Potential for interaction between symptoms identified above 
 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
 
Symptom change over disease course 
  
Symptom interaction (implications) 
 Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
 
References/sources 
  
Part 4: Identify possible/probable interactions between 
different pathologies 
 
Interacting pathologies and/or symptoms 
 
Nature and outcomes of possible / probable 
interactions 
Secondary fusion in right os coxa to sacrum Furthering the mobility limitations could 
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and potentially the femur being fused too 
could restrict mobility even more  
impact all aspects of his life as he aged. It 
could also influence his walking gate and 
balance.  
 
Step 2 - Part 4: Additional comments/observations 
N/A 
 
References/sources 
N/A 
 
 
 
 
 
 
 
 
 
 
Section 2 : Functional Impact 
Pathology #1 - DISH 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating: Capable, Not 
Capable, 
Unknown/Uncertain 
 
Observations 
1. Self-provisioning: ability to 
manage access to food and 
drink unaided (e.g. 
independently access nearby 
sources of food and water). 
Capable 
 
 
  
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to 
convey food and drink to 
mouth). 
Capable 
 
 
  
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating 
infection and managing 
infection risk) 
Unknown/Uncertain 
 
The progression of DISH could cause 
the individual to not be capable near 
the completion of the fusion.  
  
4. Basic object manipulation: 
ability to manage items in the 
Unknown/Uncertain 
 
The progression of DISH could cause 
the individual to not be capable near 
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immediate environment - 
includes self-dressing (body 
temperature maintenance), 
item retrieval etc. 
the completion of the fusion. 
 
5. Mobility over limited 
distance: ability to move 
unaided over short distances 
(e.g. inside and around 
dwelling, out of range of 
potential hazards etc.) 
Unknown/Uncertain 
 
The progression of DISH could cause 
the individual to not be capable near 
the completion of the fusion. 
 
6. Control over body position: 
ability (re)position body parts 
as desired without assistance 
(e.g. to sit up and transfer 
body weight from a reclining 
position unaided). 
Capable 
 
 
  
Section 2 - Part 1: Additional comments/observations 
 References/sources 
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
1. Basic lifestyle Could hold a job 
and provide for 
the family  
 
  
Needs 
moderate 
to 
substantial 
assistance 
Flare ups associated with 
DISH and the lack of 
movement could cause 
missing work and might 
need some help  
2. Economic He should have 
a job to provide 
financial 
stability.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
3. Domestic Limited mobility 
over time could 
make everyday 
activities 
difficult to do 
independently 
and may 
require 
assistance.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
4. Mobility His limited 
mobility 
through the 
progression of 
the condition 
 
  
Needs 
moderate 
to 
substantial 
assistance 
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could make 
activities 
challenging and 
requiring 
assistance from 
others to help 
complete tasks.  
5. Community life 
(other) 
 
 
 
  
Able to 
participate 
 
  
6. Interpersonal 
relations 
Body image 
could influence 
perception of 
the individual 
by others in a 
negative light.  
 
  
Able to 
participate 
 
  
7. 
Learning/applying 
knowledge 
 
 
 
  
Able to 
participate 
 
  
Change(s) in functioning over disease course 
 Section 2 - Part 2: Additional comments/observations 
 References/sources  
Final comments/observations- Yes this individual required some form of 
care 
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
Index of Care - Step 3- FS1279 
Pathology #1 - DISH 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duratio
n 
comme
nts 
 
Effort and 
resources 
involved 
 
Efficacy 
of care 
1. Provision of 
food and water 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. Including 
at work which 
could eventually 
lead to job loss. 
The difficulty 
would increase 
over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
As the 
condition 
progresses 
this can 
require care 
in the form 
of 
donations 
or support 
from family.   
If the 
stream 
of 
income 
is 
impacte
d 
friends 
and 
family 
could 
help 
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through 
physical 
contact 
or 
financial 
means.  
2. Maintaining 
normal body 
temperature 
Not 
Releva
nt  
     
  
 
  
 
  
3. Facilitation of 
comfort, rest and 
sleep 
Probab
le  
Discomfort from 
the new bone 
growth as well as 
fusion could lead 
to pain and 
discomfort 
impacting rest.   
Long 
Term  
Onset to 
Death  
Pillows, 
pain relief 
and other 
things can 
be used to 
self-care.  
  
If the 
stream 
of 
income 
is 
impacte
d 
friends 
and 
family 
could 
help 
through 
physical 
contact 
or 
financial 
means. 
4. Ensuring 
physical safety 
Possibl
e  
I can see this 
being a potential 
problem that 
requires care as 
the individual got 
older and the 
fusion was 
complete.   
Long 
Term 
  
Onset to 
Death  
Extra 
awareness 
of hazards 
would be 
necessary 
through the 
progression 
of the 
condition 
If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
contact. 
5.Maintaining/assi
sting mobility 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.   
Long 
Term  
Onset to 
Death  
Walking 
aids and 
making sure 
that the 
walkway is 
clear of 
hazards 
could be 
done 
independen
If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
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tly. Friends 
and family 
might help 
out as the 
individual 
aged. 
contact. 
6. Monitoring 
health status 
Probab
le  
I see this 
individual staying 
largely 
independent in 
monitoring health 
but as they age 
this might require 
help from others  
  
Long 
Term 
  
Onset to 
Death  
 
  
If the 
individu
al 
cannot 
keep 
track of 
any 
potentia
l heart 
conditio
ns or 
problem
s family 
and 
friends 
might 
help 
docume
nt any 
issues. 
7. Maintenance of 
personal 
hygiene/protectio
n of integument 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition. 
Assistance to 
maintain hygiene 
as mobility was 
limited would 
probably be 
required.   
Long 
Term  
Onset to 
Death 
  If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
contact.  
8. Physical 
manipulation, 
postural 
adjustment 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
  If 
mobility 
become
s a 
problem 
family 
could 
help 
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through 
physical 
contact. 
9. Maintenance of 
physiological 
functioning 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) 
and technologies 
Not 
Releva
nt  
          
 
Step 3 Section 1: Additional comments/observations 
References/sources 
 Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/comme
nts 
 
Duratio
n 
 
Duration 
commen
ts 
 
Effort and 
resources 
involved 
 
Efficac
y of 
care 
1. Basic lifestyle Possible  Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).  
 
  
2. Economic Possible  As the condition 
progresses and the 
mobility decreases 
job opportunities 
might be difficult to 
find. If he is the sole 
income of the family 
this can make things 
difficult. 
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).  
  
3. Domestic Possible  Loss of mobility 
would also make 
things around the 
house harder to do 
as the condition 
progressed. 
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
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of 
support 
(physicall
y or 
financially
).  
4. Mobility (over 
distance) 
Probabl
e  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).   
  
5. Community life 
(other) 
Not 
Relevan
t  
 
  
   
  
   
  
6. Interpersonal 
relations 
Not 
Relevan
t  
 
  
     
  
 
  
7.Learning/applyi
ng knowledge 
Not 
Relevan
t  
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations  
References/sources  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
Pain relief in the form of medication, walking 
aids, pillows or comfort items, massages from 
family members.  
All of these accommodations and more could 
have been utilized on a regular or daily basis  
 
Index of Care - Step 4- FS1279 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
This individual would have needed help due to DISH 
causing limited mobility. It is also known that he had 
cardiac disease, degenerative heart disease, and bronchial 
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pneumonia.  
2.  Assess considerations 
for/against care 
He would have made good money for the family and 
worked as long as possible until his conditions would have 
caused him to no longer be able to work due to DISH. 
3.  Decision to provide care The family would have attempted to accommodate him at 
home to ensure he could work for as long as possible.  
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
The care would have come naturally from the family 
members around him making sure to ease his pain and 
provide comfort. 
5.  Implementing and reviewing 
care practice 
The care would have been continual until death 
 
6.  Cease care N/A 
  
7.  Decide treatment after death N/A 
 
 
General comments/observations 
  
 
Question 
 
Observation 
  
 
Group agency overview 
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Section 2 - Individual identity - The subject as 
'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. White 72 year old male that had DISH and mastoiditis.  
 
2. Social indicators He was a white male with a decent job and would have been 
respected by his peers.  
 
3. Pathology(ies) and likely 
impact(s) 
Limited mobility would make everyday activities difficult. The 
difficulty would increase over the progression of the 
condition. 
As the condition progresses and the mobility decreases job 
opportunities (if was a contractor) might be difficult to find. If 
he is the sole income of the family this can make things 
difficult. 
4. Care received Assistance with mobility and balance 
 
5. Lifeways opportunities and 
constraints 
 
 
 
Additional comments/observations  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s survival 
with disability suggest about 
their personality and 
motivation? 
N/A 
 
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
Friends and family would have been his caregivers.  
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
 No 
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
Acceptance of the care 
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cooperation suggest in terms of 
e.g. level of function, personality 
traits, etc?  
Were different care options 
available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
He had the means to be able to pay for pain medicine and 
specialist care while working but it Is unknown how many 
dependents he had.  
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
It would have made it more difficult due to the vertebral 
fusion and mastoiditis. Mastoiditis could cause intense pain, 
fever, pus or fluids coming out of the ear, swelling and 
hearing problems. It is evident in his skeleton he had it 
therefore it went untreated long enough to make an imprint. 
This could have made him visibly stick out or cause a 
reputation for being moody. 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were available? 
 
 N/A 
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
As he progressed with dish and his heart condition he would 
loose mobility and need to be monitored by those around 
him. Mastoiditis could cause swelling and pus which would 
be cleaned by himself or others.  
 
Following from this question, 
what might long term survival in 
this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
N/A 
  
 
Additional comments/observations 
 Citations Used: Facciaa et al., 2015. Ortner, 2003. National Weather Service, 2020. Baumann et 
al., 2011. Sandwiess 2001. Fontana and Keene, 2009. US Census. Jones et al 1945. US Bureau of 
Labor Statistics 1930, 1934, 1937, 1941, 1962. Whaples 2001. Weinfeld, 1977). 
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter. 
This individual was a white male who was born in 1865 living 72 years before 
dying in 1937 (Niovi et al, 2016).  He was born at the end of the Civil War when racial 
tensions in the city were still heightened (Baumann et al, 2011) . During this time St. 
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Louis was an important place for freed slaves, immigrants from Germany and Ireland, 
and started a rapid population increase that would make it the number one manufacturing 
city in the country (Sandweiss, 2001). He could have begun work like many at the age of 
14 and learned how to make cabinets. His ancestry allowed him more job opportunities 
and better wages. Most of his life he would have needed no care or assistance. He had a 
good job and could provide for dependents.  
Skeletal remains and documentation show evidence of mastoiditis and Diffuse 
idiopathic skeletal Hyperostosis (DISH). His mastoiditis was evident in his skeleton and 
therefore had gone untreated for a while, allowing the bone to record the condition 
(Facciaa et al, 2016; Niovi et al., 2016)). Mastoiditis could cause intense pain, fever, pus 
or fluids coming out of the ear, swelling and hearing problems. Swelling around his ear 
and on the back of his ear, would have created a physical change that could cause others 
to treat him differently. 
The onset of DISH is usually in older adults but can start around the age of 50. 
DISH causes stiffness and lack of mobility. It also is painful. Pain can be experienced in 
just the back or in the shoulder, knee, elbow, or heel. This pain could have made 
everyday activities painful and difficult to accomplish. Although for much of his life he 
likely was independent, this pain would have impacted his ability to do things 
independently. Diabetes is a risk factor that can accompany DISH creating more than just 
stiffness and mobility issues. It is also known that he had a type of cardiovascular disease 
(Facciaa et al 2016; Ortner, 2003; Weinfield 1997).  
Cardiovascular disease is an umbrella term and could cause many symptoms. 
Chest pain and tightness are the most common. This pain, coupled with shortness of 
breath, can make doing simple things difficult. Pain or numbness in extremities is also 
very common and would be a hazard when at work or even at home. Loss of full range of 
motion, in addition to pain or numbness, could make traversing the bumpy streets or flat 
surfaces difficult. As he aged, he would have more pain with the progression of DISH 
and may have needed assistance walking or relieving his pain (Mayo Clinic 2020). 
His caregivers would have most likely been those he lived with. He was lucky 
enough to be trained in a skilled job resulting in being able to earn more money. He alone 
could have paid for medication and treatment depending on how many dependents he 
had. The older he got, the less he would have been able to move and do his job. He would 
have needed monitoring for his heart condition and eventually assistance with many daily 
activities. He was a widower, so depending on when she died, his wife could have cared 
for him in his older years as he no longer had the ability to bend or twist his back. It was 
not uncommon for family and extended family to live together, so if his wife was his 
primary caregiver, his children could have taken over when she passed away. In addition, 
he would have needed assistance using the outhouse and bathing since there was no 
running water until the 1940s. His care would have been long term once the onset of 
DISH occurred. He would have had short term care for his mastoiditis which could have 
made him miss work. The income loss to the family for a short time could have been 
costly. Finally, his heart condition would have made life more complicated especially if 
he was diagnosed after a stroke or heart attack which is the most common way to be 
diagnosed. 
At autopsy he measured 1769mm, 1.768 meters, 5 foot 8 inches tall (Niovi et al., 
2016). His job was listed as a cabinet maker which falls into carpentry in the US report 
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on wages. In 1938 a carpenter would make $1.50 per hour in St. Louis as reported by the 
national bureau of labor statistics (US Bureau of Labor Statistics, 1941). Census data 
provides an estimate of hours worked per week reported in 1934 is listed as 35 to 41 
hours(Whaples, 2001). The estimated total earned for the average hours worked would be 
$52.50 to $61.50 dollars. This person earned an annual salary of $2,706.  It is important 
to remember that the individuals in this collection were of low socio-economic status and 
these averages include all skilled and unskilled laborers. Therefore, the money estimated 
could be well higher than what he earned. 
To provide an idea of family expenditures for food related items the prices of 
select items were chosen to assist in building this model of care. All items are prices from 
the individual’s year of death. Beef by the pound cost $0.34 to $0.40 depending on the 
cut, adjusted for inflation beef would have ranged from $6.27 to $7.17. Butter, cheese per 
pound and fresh milk per quart were priced at $0.41, $0.30, $0.12 respectively. Adjusted 
for inflation the prices would be $7.35, $5.39, and $2.16 in the same order. Coffee and 
tea were priced at $0.25 and $0.18 with the adjusted totals being $4.49 and $3.23. 
Potatoes, sugar and rice per pound would cost $0.03, $0.09, and $0.10. Today it would 
cost $0.45, $1.36, and $1.51 respectively (US Bureau of Labor Statistics, 1941). These 
are just a few examples of the price of food items that families would have to purchase. 
Keeping in mind that it was typical to have extended family live with the individual that 
would be more food to be purchased. 
Household bills also need to be considered such as rent in addition to the prices 
below. Gas prices for a house were listed as $1.00 in 1924 and would be $15.13 today. 
Coal prices ranged from $15.45 to $16.90, today that would equal $233.72 to $255.65. 
Electricity bills would range from $99 to $100 dollars a year in 1924. Today those bills 
would cost $1,497.61 to $1,512.74 (Powers and Stewart, 1939). These costs do not 
include transportation costs, but it is important to note that streetcars were an option for 
in city transportation. Street cars would cost $0.20 per ride if they paid cash. St. Louis 
also had congested streets with automobiles as early as 1920. Railroads were used to 
travel around the state and for out of state travel.  
  Hospital data was hard to find therefore it is important to note that the 1930 and 
1941 data will be used. A hospital bed in 1930 would be priced between $6 and $7 
without additional costs of doctor’s treatments (Carpenter, 1930; US Bureau of Labor 
Statistics 1931). That daily bed cost adjusted for inflation would be $5.17 to $6.04. In 
1941 detailed information about medical care was released during war time. Prices for 
itemized care were grouped by annual monetary income. The average annual expenditure 
for in 1941 medical care ranged from $25.12 to $89.88, in 1937 the costs would equal 
$24.61 to $88.05. These total expenditures are based on annual income in 1941 with 
under $500 dollars to $3,000 dollars being the maximum. The maximum wages possibly 
made by this individual would not exceed $3,000. 
The itemized price ranges listed here were converted from the 1941 data listed in 
the literature review to 1937 prices. Visiting a physician, specialist, or surgeon would 
cost $10.12 to $16.56. Eye care cost $0.33 to $1.68. Dental care ranged from $1.68 to 
$9.56. Clinic care would cost $0.33 to $0.38. Generalized hospital care that ranged from 
$0.86 to $4.27 include bed cost, lab tests, medications, and dressings. Medicines like 
acetophenetidin that reduced fever and headache cost $0.98, but the pharmacy special 
headache remedy cost $0.30 in 1937. These remedies could be natural or medicine based. 
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This individual was lucky enough to be able to afford over the counter pain medicine and 
hospital care if needed during his working years. As he aged and could not work, his 
income would be drastically smaller. Finding specific medical costs proved to be a 
challenge, but with the costs mentioned above, losing the stream of income even for a 
short period of time could cost the individual to miss paying bills or even meals.  
The care most likely received was by his friends and family in financial and 
accommodation type assistance. To make him comfortable with DISH would have 
required some pain medication or warm baths taken at a bathhouse. In addition, it is 
important to consider his mental health. He had a skilled trade job and slowly lost 
mobility. If he suffered a stroke or heart attack it would have impacted him working if it 
happened when he was young. He could have suffered numerous strokes or heart attacks 
throughout his life. He would have to keep an eye on his health and his family would 
assist him until his death, which was a direct result of his cardiac issues. 
This individual’s documentation and inclusion in the Terry collection indicates 
that at the end of their life they did not have money for a proper burial. It could have also 
meant that at the end of their life no family or friends claimed their remains. Inevitably, 
the individual was donated to the collection by the state. This is because if the state 
donated the remains, they would not have to pay money to bury the individual. 
Index of Care - Step 1- FS300 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS300 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
This individual is a 68 year old European Female. No Smithsonian stature. The estimated stature 
is 140cm using the bass method.  
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present  
 
  
 
Hyoid  
 
Present  
 
  
 
Left Clavicle  
 
Present 
sternal end has porosity on the 
superior surface before the damaged 
articulation surface. Porosity on 
acromial end. 
 
Left Femur  
338mm. Present.  
  
 
Left Fibula  
240 mm. Present.     
 Present   
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Left Foot 
 
Left Hand 
Present   
 
Left Humerus 
240mm. Present.  
  
 
Left os coxae 
Present  
  
 
Left Radius 
166mm. Present. porosity at distal end and can see 
epiphyseal line can see the line on 
radial head 
  
 
Left Scapula  
Present.    
 
Left Tibia 
247mm.  Present.  
  
 
Left Ulna 
189mm. Present. Lines on distal end, porosity on 
proximal look at the pictures for 
more 
 
Mandible  
Present.   
  
 
Patella (Left + 
Right) 
L: Present 
R: Present  
 
  
 
Ribs 
Present   
 
Right Clavicle  
Present Sternal end damaged. Porosity on 
the superior surface on acromial 
end. Acromial end porous on all 
sides/angles 
 
Right Femur 
Present  
  
 
Right Fibula  
Present   
  
 
Right Foot  
Present   
 
Right Hand  
Present    
 
Right Humerus 
Present   
 
Right os coxae 
Present   
  
 
Right Radius  
Present  porosity at distal end and can see 
epiphyseal line. Can see the line on 
radial head  
 
Right Scapula  
Present    
 Present   
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Right Tibia   
 
Right Ulna 
Present  Porosity on olecranon and under 
articulation points and on radial 
articulation. Lines present distal and  
proximal 
 
Sacrum/ Coccyx 
Sacrum: Present 
Coccyx: Present 
 
  
 
Spine 
Cervical: 7 
Thoracic: 12 
Lumbar: 5 
Fusion?: yes 
Lipping present on verts. T5, T6, T7 
are fused. C5 and C6 fused.   
 
Sternum  
Manubrium: present 
Corpus Sterni: present 
Xiphoid Process: present  
Missing a chunk of the manubrium 
but the xiphoid process is fused. 
  
Skeletal elements: additional comments/observations 
Cribria Orbitalia: yes 
Porotic Hyperostosis: No 
(iv) Teeth recovered - Maxilla 
 No Crypt: No crypts or teeth recovered 
(iv) Teeth recovered - Mandible 
Right: Right lateral incisor, right canine 
 Left: 3rd molar, lateral incisor, canine  
 Not in occlusion: N/A 
 No Crypt: For medial incisors.  
Dental aspects: additional comments/observations: See pictures 
 Linear Enamel Hypoplasia: No 
 Dental Caries: 2 mandibular (left molar, right m3). No maxillary caries.  
(v) Section 1: The Individual - additional comments / observations 
Smithsonian Information 
Stature and Weight: N/A 
Pathology: Death Certificate lists pituitary dwarf. Smithsonian path achondroplasia degenerative.  
Occupation listed on death certificate: N/A 
State of Birth: Missouri 
Status: Single 
COD: Hypostasis, hypostatic pneumonia, malnutrition 
DC Duration: N/A 
Chron Age: 68 
DC Age: N/A but math says 72 
YOB: UNK 
DC YOB: 1874 
Died: 1946 
(vi) References/sources 
 Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
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N/A    
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not relevant/no 
apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
Length of Bones Dwarfism 
 
General comments / observations 
(iii) Generalised indicators of health stress  
(iv) Individual Pathologies 
Pathology #1: Diagnosis- Dwarfism 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
 Documented as having pituitary dwarfism. This condition is caused by a malfunction of 
the pituitary gland stunting growth. This would have been present within the first year of life.  
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 Genetic/ malfunction of pituitary gland.  
(d) Estimated pathology duration 
 Lifetime  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
 Congenital 
(f) General comments/observations 
(g) Specific pathology references  
Mortuary Context 
(i) Location of remains 
 The Terry Collection is housed at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
The remains are contained in two cardboard boxes that include all bones. The head is in a 
separate cardboard lid with foam donut to support the skull. The mandible is often included in the 
same cardboard lid as the skull but can also be separate from the cranium. Often included in the 
cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for storage 
sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in relation 
to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
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(v) Section 3: Mortuary Context - additional comments/observations 
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
 Temperature average for the year is reported as 58.1 degrees Fahrenheit. Winter average 
is reported as 33.8 degrees, spring 59.4 degrees, summer 75.9 degrees, and fall is 59.4 degrees 
Fahrenheit (National Weather Service, 2020). Snow accumulation for the year was 11.3 inches. 
Precipitation in total was reported to be 50.31 inches for the year (National Weather Service, 
2020). 
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farmland developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access to 
fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River 
(Sandweiss, 2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, ease 
of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals - 
implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-gatherer/forager, 
fishing, pastoralism, horticulture, agriculture - implications for potential role of disabled 
individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
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Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources  
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in the 
city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, other]; 
division of labour [skeletal indicators of occupation, other]; body modification(s); mortuary 
treatment [see below] - implications for understanding role and treatment of subject - where did 
the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, sex, 
occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role and 
treatment of individual etc. [this information may have been covered in whole or part in Section 
3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
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Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along with 
racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in 1949 was listed as 68.07 but it can vary based on ethnicity, socio-
economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, US 
Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, abscess, 
tooth loss etc. - how does subject compare?) 
 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
  N/A 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  N/A 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources  
STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts: 
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
Index of Care - Step 2- FS300 
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Section 1 : Clinical Impact  
Pathology #1 – Dwarfism (Pituitary)  
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
(possibl
e, prob, 
Not 
Indicate
d) 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
Yes  Probabl
e  
The short 
stature would 
impact every 
aspect of life. 
Stairs and 
reaching high 
up things. Zinc 
deficiency is 
common in 
dwarfism as 
well. Limitation 
of extension of 
limbs can be 
impacted. 
Individuals 
with dwarfism 
have flattened 
chests 
(anteroposteri
or) and the 
abdomen is 
often very 
prominent and 
elongated. 
Dwarfism 
could lead to a 
waddle gate 
due to pelvic 
tilts. Hip tilting 
becomes fixed 
in the teenage 
years. Prior to 
walking infants 
with dwarfism 
exhibit lower 
thoracic and 
upper lumbar 
Not 
indicate
d  
Infancy to death   
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kyphosis when 
sitting. 
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes Possibl
e  
Stress on the 
skeleton can 
cause an 
individual to 
try to 
compensate 
issues that 
stem from 
dwarfism.  
Not 
Indicat
ed 
Infancy to death   
  
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
Yes  Probabl
e  
Short limbs 
that might 
have limited 
extension 
could lead to 
imbalance. The 
tilt of the 
pelvis and 
muscle mass 
can cause this 
individual to be 
more open to 
falling injuries. 
All of the 
bones in the 
body are 
impacted by 
dwarfism. 
Kyphosis and 
the stress of 
body weight 
can cause pain 
(Scott, 1975). 
 
 
 
  
 
  
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, sleep, 
emotion, language 
No  Not 
indicate
d 
 
  
 
 
 
  
 
  
5. 
Cardiovascular 
system / 
function 
No Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
6. 
Haematological 
system / 
function 
No 
 
Not 
Indicat
ed  
 
 
  
Not 
indicate
d 
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7. Respiratory 
system / 
function 
No 
 
Not 
indicate
d  
 
 
  
Not 
Indicat
ed  
 
 
  
 
  
8. Immune 
system / 
function 
No Not 
Indicat
ed 
 
  
Not 
indicate
d 
 
 
  
 
  
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
No 
 
Not 
indicate
d  
 
  
Not 
Indicat
ed 
 
  
 
  
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
No Not 
indicate
d 
 
  
Not 
indicate
d 
 
  
 
  
11. 
Integumentary 
system / 
function 
No Not 
Indicat
ed 
 
  
Not 
indicate
d 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
Dwarfism is a broad term that encompasses disorders that lead to a reduced stature and 
body proportions (Walker, 2012). Severe zinc deficiency has been linked to dwarfism as a general 
cause (Larsen, 1977).  Two individuals in this study express dwarfism. The first individual from 
morgue records included in the Terry Collection has diagnosed pituitary dwarfism. Pituitary 
dwarfism is a result of a hormone deficiency that is caused by an underactive pituitary gland 
(Walker, 2012). The second individual had a note in the pathology section with dwarfism. 
Achondroplasia is the most common form for congenital short-limbed dwarfism (Scott, 1976). 
This type of dwarfism is present at birth (Kopits, 1979). Characteristics of achondroplasia are 
prominent bossing on the frontal, flattening of the occipital, and bowing in the lower limbs 
(Kopits, 1979).  The mean adult height for males with this type of dwarfism is 132cm, and 123cm 
for females (Scott, 1979). In addition to the complications from dwarfism individuals could face 
numerous health and physical challenges throughout their life (Scott, 1979; Koptis, 1979).  
References/sources 
 Walker 2012. Larsen 1977. Scott 1976. Kopits 1979.  
Potential for interaction between symptoms identified above 
Imbalance can create the risk of falling. Limited range in motion can also cause risk of 
injury. 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
References/sources 
 Walker 2012. Larsen 1977. Scott 1976. Kopits 1979. 
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Symptom change over disease course 
  
Symptom interaction (implications)  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
Skeletal stress can cause joints to degenerate faster, increase falling risk and pain.  
References/sources 
 Part 4: Identify possible/probable interactions between 
different pathologies 
 
Interacting pathologies and/or symptoms 
 
Nature and outcomes of possible / probable 
interactions 
N/A N/A 
 
Step 2 - Part 4: Additional comments/observations 
N/A 
References/sources 
N/A 
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Section 2 : Functional Impact 
Pathology #1 – Dwarfism (pituitary) 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating: Capable, Not 
Capable, 
Unknown/Uncertain 
 
Observations 
1. Self-provisioning: ability to 
manage access to food and 
drink unaided (e.g. 
independently access nearby 
sources of food and water). 
Capable 
 
 
  
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to 
convey food and drink to 
mouth). 
Capable  
  
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating 
infection and managing 
infection risk) 
Capable 
 
 
  
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), 
item retrieval etc. 
Not Capable 
 
Retrieving items could be difficult or 
impossible due to short stature and 
limited limb extension.  
 
5. Mobility over limited 
distance: ability to move 
unaided over short distances 
(e.g. inside and around 
dwelling, out of range of 
potential hazards etc.) 
Unknown/Uncertain 
 
She could probably handle shorter 
distances as she aged limiting her 
mobility due to her waddle like gate.  
 
6. Control over body position: 
ability (re)position body parts 
as desired without assistance 
(e.g. to sit up and transfer 
body weight from a reclining 
position unaided). 
Unknown/Uncertain 
 
 
  
 
Section 2 - Part 1: Additional comments/observations 
  
References/sources  
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Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
1. Basic lifestyle Could possibly 
hold a job to 
provide for her 
family. She could 
be independent.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
 
2. Economic 
She could have a 
job to provide 
financial stability. 
Short stature 
might limit 
potential jobs but 
accommodations 
and adaptations 
could be made.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
3. Domestic Limited limb 
extension and 
short stature 
could make 
everyday 
activities difficult 
to do 
independently 
and may require 
assistance.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
4. Mobility Short stature 
could make 
normal every day 
activities 
challenging and 
requiring 
assistance from 
others to help 
complete tasks.  
 
  
Able to 
participate 
 
  
5. Community life 
(other) 
No real impacts 
although 
childbirth would 
be difficult with 
dwarfism.  
 
  
Able to 
participate 
 
  
6. Interpersonal 
relations 
Body image could 
influence 
perception of the 
individual by 
 
  
Able to 
participate 
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others in a 
negative light.  
7. 
Learning/applying 
knowledge 
I don't see any 
possible issue 
here in 
correlation with 
dwarfism.  
 
  
Able to 
participate 
 
  
Change(s) in functioning over disease course 
 N/A 
Section 2 - Part 2: Additional comments/observations 
 N/A 
References/sources 
Final comments/observations- Yes- likely that subject required care 
 
Index of Care -Step 3-FS300 
Pathology #1 - Dwarfism 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/com
ments 
 
Durati
on 
 
Duratio
n 
comme
nts 
 
Effort and 
resources 
involved 
 
Efficacy of 
care 
1. Provision of 
food and water 
Proba
ble 
If the individual 
could not work 
and was the 
provider for the 
family nutritional 
food might be 
inaccessible.  
Long 
term 
Dwarfis
m is 
lifelong  
Every day 
activities at a 
job or 
around the 
house could 
require 
assistance in 
order to 
preform the 
tasks.  
If the 
individual 
cannot 
make 
money and 
did not 
have 
financial 
assistance 
from family 
or a 
partner 
procuring 
food could 
become an 
issue 
2. Maintaining 
normal body 
temperature 
Proba
ble 
Assistance with 
dressing is 
probable as the 
clothes would 
have to be 
Long 
term 
 
  
 
  
 
  
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
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altered to fit her 
small frame 
3. Facilitation of 
comfort, rest 
and sleep 
Proba
ble 
All of the 
individuals bones 
are impacted 
from dwarfism 
creating an 
unnatural poster. 
It could also 
impact mental 
health as she 
would be 
different from 
the others in 
terms of stature.  
Long 
term 
 
  
 
  
 
  
4. Ensuring 
physical safety 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
5.Maintaining/ass
isting mobility 
Proba
ble 
With age and 
limited limb 
extension she 
would probably 
require 
assistance. The 
individual lived in 
the 1900-1950s 
technology and 
tools could 
provide 
accommodations 
that would 
provide a sense 
of independence.  
Long 
term 
 
  
 
  
 
  
6. Monitoring 
health status 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
7. Maintenance 
of personal 
hygiene/protect
ion of 
integument 
Possibl
e 
Increasing age 
could impact the 
already limited 
mobility which 
could lead to 
needing 
assistance in 
maintaining 
personal hygiene.   
Long 
term 
This 
might 
not be 
an issue 
until 
later on 
in life.  
Increasing 
age could 
require 
assistance 
from family 
members 
and 
accommodat
ions 
The time 
invested by 
family 
members 
would be 
minimal 
since the 
individual 
could be 
largely 
independe
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nt until 
later in life. 
8. Physical 
manipulation, 
postural 
adjustment 
Proba
ble 
All of these would 
be affected by 
dwarfism when 
assessing physical 
manipulation 
Long 
term 
This 
would 
always 
be an 
issue 
that 
would 
only 
worsen 
through 
the 
aging 
process.  
Personal 
accommodat
ions and 
actions could 
leave the 
individual 
independent 
for a 
majority of 
lifespan. 
Money for 
accommodat
ions like 
stools or 
walking 
sticks would 
cost money.  
 
  
9. Maintenance 
of physiological 
functioning 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) 
and 
technologies 
 
Proba
ble 
Stools or ladders 
could have been 
utilized to access 
objects that are 
out of reach. A 
cane for helping 
walk along 
uneven and trash 
filled streets 
could have been 
used as the 
individual aged.  
Long 
term 
Lifelong 
short 
stature 
due to 
dwarfis
m  
Assistance 
from others 
might be 
required but 
the 
individual 
would largely 
be 
independent 
until later in 
life.  
Aids like 
stools, 
ladders, 
and 
walking 
sticks could 
all be 
utilized to 
continue 
independe
nce. The 
money to 
pay for 
those 
objects if 
the 
individual 
had no 
income 
would rely 
on others 
for help  
 
Step 3 Section 1: Additional comments/observations 
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References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/com
ments 
 
Durati
on 
 
Duration 
comment
s 
 
Effort and 
resources 
involved 
 
Efficacy of 
care 
1. Basic 
lifestyle 
Possib
le 
 
  
Long 
term 
Dwarfism 
is a 
lifelong 
condition  
Could all be 
personal 
accommoda
tions made 
or having 
the 
assistance of 
those 
around 
them.   
 
  
2. Economic Proba
ble 
 
  
Long 
term 
Short 
Stature 
and 
limited 
mobility 
would 
impact 
job 
opportuni
ties that 
could 
cause 
financial 
issues.  
Finding a job 
within the 
ability of this 
individual 
would be 
difficult and 
would 
require 
stools or 
intervention
s to be able 
to reach 
things that a 
person of 
regular 
stature 
could reach.  
It's hard to 
judge this 
but if the 
occupation 
was able to 
accommodat
e the 
individuals 
needs it 
would still be 
long term 
adjustments.  
3. Domestic Possib
le 
 
  
Long 
term 
 
  
Walking aids 
or stools 
and ladders 
would 
probably be 
used. Each 
item would 
have to be 
acquired at 
either a 
monetary or 
trade cost.  
If the 
individual 
still could 
not preform 
household 
duties it 
might be 
required of 
family to 
assist. They 
might even 
pay for the 
walking aids 
and 
stool/ladder.  
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4. Mobility 
(over distance) 
Proba
ble 
 
  
Long 
term 
This 
would be 
life long 
since 
dwarfism 
makes 
walking 
difficult 
as well as 
reaching 
for things.  
Transportati
on to get 
over long 
distances 
like cars and 
public 
transport 
would 
alleviate 
some of the 
limitations. 
Also tools 
like a cane 
to reach 
things and 
bring them 
down to the 
individuals 
level could 
maintain 
independen
ce.   
Purchasing 
of aids would 
require 
funds or 
assistance to 
acquire the 
accommodat
ions. This 
could impact 
how long the 
individual is 
productive 
(ie how long 
can they 
work) but 
would 
mainly still 
maintain 
independenc
e.  
5. Community 
life (other) 
Possib
le 
 
  
Long 
term 
 
  
Assistance 
could be 
needed at 
any time 
since short 
stature 
would put 
the 
individual at 
a 
disadvantag
e  
 
  
6. 
Interpersonal 
relations 
Possib
le 
 
  
Long 
term 
Lifelong   
  
 
  
7.Learning/ap
plying 
knowledge 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations  
References/sources 
  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
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Walking aids and pain medication 
Walking aids could be purchased or gotten 
through bartering. It could also be possible a 
walking stick was selected from a fallen branch 
in the yard.  
 
Additional comments and observations.  
Index of Care - Step 4- FS300 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
Achondroplasia degenerative dwarfism.  
Hypostasis: the accumulation of fluid or blood in the lower 
parts of the body or organs under the influence of gravity, 
as occurs in cases of poor circulation or after death. 
Hypostatic pneumonia: pneumonia that usually results 
from the collection of fluid in the dorsal region of the 
lungs and occurs especially in those (as the bedridden or 
elderly) confined to a supine position for extended periods 
2.  Assess considerations 
for/against care 
She would have required care for pneumonia and 
malnutrition with assistance due to her shorter stature 
and smaller waddle like walking gate.  
3.  Decision to provide care Friends and family would have decided to care for her. She 
lived to be 68. At the end of her life she would need help 
with daily activities.  
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
It would be direct support care possibly accommodation 
too. Direct support in physically assisting her but also in 
financial areas. 
5.  Implementing and reviewing 
care practice 
Her care for her dwarfism would have been life long but 
new plans for care developed as she aged and struggled 
with pneumonia.  
6.  Cease care At Death 
  
7.  Decide treatment after death N/A 
 
 
General comments/observations 
  
 
Question 
 
Observation 
N/A  
 
Group agency overview 
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Section 2 - Individual identity - The subject as 
'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. She was a white female that had achondroplasia 
degenerative dwarfism. She also had a waddle like walk due 
to her inability to fully extend her lips due to dwarfism.  
2. Social indicators Her size would have made her stand out 
 
3. Pathology(ies) and likely 
impact(s) 
Dwarfism makes finding jobs that are accommodating to her 
shorter stature would have been hard if she had a job.  
4. Care received Long Term 
 
5. Lifeways opportunities and 
constraints 
N/A other than maybe people thinking bad of her due to her 
dwarfism 
 
Additional comments/observations 
  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s survival 
with disability suggest about 
their personality and 
motivation? 
She adapted because she grew up with dwarfism and didn’t 
know any better. If anything it would have made her mentally 
stronger because she was so different from everyone else.  
 
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
Family or friends would have been her caregiver or anyone 
around who could lend a hand 
 
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
 I don’t really think so 
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
cooperation suggest in terms of 
e.g. level of function, 
personality traits, etc?  
Asking for help would be a major way for her to get the help 
she needs.  
 
Were different care options N/A 
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available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
It would cause them to look different, have shorter limbs, 
have a waddle like walking gate, but if given the opportunity 
I’m sure she would have excelled at the tasks she could have 
done. It wouldn’t be the same amount of work or tasks as an 
able bodied person but I see her having her own 
independence.  
 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were 
available? 
 
 N/A 
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
She would have needed assistance maintain personal hygiene 
if the pain was too bad with her dwarfism. Also she was 
malnourished which could only contribute to her needing 
help 
 
Following from this question, 
what might long term survival in 
this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
N/A 
  
 
Additional comments/observations 
 Citations used: National Weather Service, 2020. Sandweiss, 2001. Baumann et al, 2011. Fontana 
and Keene, 2009. Walker 2012. Larsen 1977. Scott 1976. Kopits 1979. Mayo Clinic 2020. U.S. 
Bureau of Labor Statistics (1931), and by Jones et al. (1945). 
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter. 
This individual was born in Missouri 1874 and died in 1946 in St. Louis Missouri. 
Her age was listed on the morgue records as 68 and of European ancestry (Niovi et al, 
2016). An estimation of her stature was 1.40m or 4 foot 5 inches. She was single with 
unknown occupation listed. She had hypostatic pneumonia with the duration unknown 
and also had malnutrition as her cause of death too. She had been diagnosed with 
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pituitary dwarfism. She had osteophytic lipping on nearly every vertebra. Her T-5 to T-7 
were completely fused, and C5 and C6 were also fused. 
She would have stood out among the crowd by being a dwarf. Her limbs could 
only extend so far, limiting her mobility (Kopits, 1979; Larsen 1977;  Ortner, 2003; 
Walker, 2012). Her short stature could have limited job options further. Many homes did 
not have indoor plumbing until after 1945 (Bauman et al, 2011; Sandweiss 2001) . This 
could have been problematic for her because mobility is limited due to dwarfism. The 
waddle like gait she had would make traversing the uneven and dirty streets difficult. 
Dwarfism would impact almost every aspect of her life. Her outward appearance 
would cause attention from strangers as she traversed the city streets. Her head looked 
disproportionately larger than the rest of her body and had a prominent forehead. Her 
nose would also be flattened at the bridge (Kopits, 1979; Larsen 1977;  Ortner, 2003; 
Walker, 2012). Her legs would be short and bowed making her walking gait different 
from those around her. Her ability to extend her elbows limited her movement at her 
joint, and it is not uncommon for dwarfs to have arthritis. Complications that accompany 
her type of dwarfism would not only impact her life during daily activities but also during 
sleep if she had sleep apnea (Mayo Clinic, 2020). 
As a child she would have experienced delays in motor skills like the ability to sit 
up, crawl and walk on her own. Frequent ear infections with a possibility of hearing loss 
would be present throughout her life. Pressure on the occipital and cervical vertebrae 
could cause pain. Back issues in the form of shape and movement would be present in 
growth and solidified at skeletal maturity. Spinal stenosis (narrow channel for spinal 
cord) can result in numbness or pain in the legs. Arthritis would be a long-term condition 
to cope with throughout her life. While asleep she would experience difficulty breathing 
or even sleep apnea. Not getting rest or a good night’s sleep can impact the way she 
interacts with her environment and those around her (Mayo Clinic, 2020).  
It is also important to note the social impact of having dwarfism. In addition to a 
distinct walking gate, facial features, and body type dwarfism has been mystified. 
Derogatory language such as the word midget would have been used around her by the 
general public. Various forms of popular entertainment perpetuated misconceptions or 
stereotypes of dwarfism, leading to potential mental health and self esteem issues. Self 
esteem issues can create limitations in the workplace, school, or in general social 
interactions. This mental impact is important to consider because it can alter her 
receptiveness in regard to accepting care.  
She would have remained independent, and could have utilized walking aids if 
needed. With no occupation listed it is hard to estimate her income to calculate how much 
medication pain relief was if she needed it. Home remedies for pain could also have been 
used. Her family or those who lived with her would be her caregivers. Included could 
possibly be religious groups helping with donations or just helping around the house. 
Her cause of death lists hypostatic pneumonia. She had this for an unknown 
period of time. Pneumonia comes with chest pain when one coughs up phlegm, or just 
from breathing alone. Generalized fatigue, shortness of breath, fever, and nausea all are 
symptoms of this illness. It can also cause diarrhea which can in turn make the individual 
dehydrated, adding more stress to the body. Cough medicine and pain relief would have 
been a way to provide comfort. Tracking down hospital data was difficult therefore it is 
important to note that the 1930 and 1941 data will be used. A hospital bed in 1930 would 
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be priced between $6 and $7 without additional costs of doctor’s treatments. That daily 
bed cost in 1946 would be $7.01 and $8.17. In 1941, detailed information about medical 
care was released during war time. Prices for itemized care were grouped by annual 
monetary income. The average annual expenditure for medical care ranged from $25.12 
to $57.91. These total expenditures are based on annual income with under $500 dollars 
to $1,500 dollars being the maximum. The maximum wages would not exceed $1,500.  
Visiting a physician, specialist, or surgeon would cost $11.31 to $18.70, modern 
day prices are $150.3 to $248.07. Eye care cost $0.37 to $1.86, adjusted for inflation 
would be $4.91 to $24.67. Dental care ranged from $1.90 to $10.70, that price today 
would equal $25.20 to $141.94. Clinic care would cost $0.37 to $0.42, today that would 
be $4.91 to $5.57. Generalized hospital care that ranged from $0.95 to $4.72 including 
bed cost, lab tests, medications, and dressings. Today that cost would total $12.60 to 
$62.61.These expenses are important to consider even without knowing if she held a job 
or any income at all. It is possible that she could have lived with family like a sibling or 
extended family that could have assisted her financially (Jones et al 1945). 
In this specific case not only would care be given through physical assistance or 
accommodation but coupled with financial assistance. Her documentation and inclusion 
in the Terry collection is indicative that at the end of her life she did not have money for a 
proper burial. It could have also meant that at the end of her life she did not have family 
or friends to claim her remains. Inevitably she ended up being donated to the collection 
by the state. This is because if the state donated the remains, they would not have to pay 
money to bury her. 
Index of Care - Step 1- FS236 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS#236 
Data Collected: 2019.  
*Use Death Year For All Specific Questions* 
(ii) General identifiers (e.g. age, sex, height, build, other) 
This individual was a 60 year old European female.  
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present  
Maxilla no crypts for teeth.  
  
 
Hyoid  
 
Present  
In addition, ear bones present. Left 
had malleus. Right had Malleus and 
Incus. 
 
Left Clavicle  
 
Present 
Wide around sternal end edge of the 
articulation surface displays lipping 
superior side on the acromial end has 
bone growth that sticks up. Acromial 
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fossa is small with bone growth, 
lipping and a tubercle. 
 
Left Femur  
411mm. Present. No lipping or projecting like on the 
right. The trochanter fossa is large and 
deep as well. Greater trochanter has a 
lip or overhang? Possibly arthritis or 
dislocation. 
 
Left Fibula  
315mm. Present.   Similar lipping is same location but not 
to the same extent as right. ANother 
small line (fracture) measuring→ 
6.06mm 
 
Left Foot 
Present   
 
Left Hand 
Present   
 
Left Humerus 
Not measured. Present. left end is broken so I used right for 
stature 
  
 
Left os coxae 
Present most normal 2 I have seen so far 
  
 
Left Radius 
199mm. Present. Radial head demonstrates a lip around 
it unlike the right 
  
 
Left Scapula  
Present.  Bony projections on the acromion and 
coracoid. 3 holes in scapula spine at 
the base  
 
Left Tibia 
325mm.  Present. Above tibial tuberosity (proximal) new 
bone? 
  
 
Left Ulna 
Not measured. Present. missing ulnar styloid process edge 
along coronoid process flays out with 
thinning and thickening towards the 
edges 
 
Mandible  
Present.  Present with no crypts for teeth 
  
 
Patella (Left + 
Right) 
L: Not Present 
R: Not Present  
 
  
 
Ribs 
Present All have ossified cartilage   
 
Right Clavicle  
Present More oval than rounded sternal end 
with the articulation edges showing 
lipping and some porosity. Acromial 
end has bone growth on superior 
surface like the left. 
  
 Present Displays a forward or outward 
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Right Femur projection of the edges of the bone on 
the medial and lateral epicondyles and 
surround the intercondylar fossa and 
on the patellar lip. Odd something 
pattern with possible porosity on the 
greater trochanter and lesser 
trochanter. The femoral neck displays 
porosity. Trochanteric fossa is deep. 
 
Right Fibula  
Present  Lateral malleolus seems to be 
flattened. Articulation surface next to 
the malleolar fossa has a fracture (or 
what looks like one measuring 
7.69mm bone lipping around the 
malleolar fossa) 
 
Right Foot  
Present   
 
Right Hand  
Present  
 
 
Right Humerus 
304mm. Present The humeral head and greater and 
lesser tubercle are hard to 
differentiate due to bone smoothing 
or growth over the neck. Some lipping 
on proximal and distal ends. Porosity 
under head if looking from medial 
epicondyle with lateral down. 
 
Right os coxae 
Present  most normal 2 I have seen so far 
  
 
Right Radius  
Present    
 
Right Scapula  
Present   Similar to left but to a lesser extent  
 
Right Tibia 
Present  Medial and lateral condyle 
(articulation surface) very flat and 
smooth edge of medial condyle by 
posterior intercondylar area has bone 
growths/tubercles that are not usual 
here see pictures. Articular surface 
and border end is bone that is chunky 
and in an odd shape, Arthritis? 
 
Right Ulna 
212mm. Present  Styloid Process present 
  
 
Sacrum/ Coccyx 
Sacrum: Present 
Coccyx: Present 
Sacral tuberosity has a large fossa 
bilaterally 
  
 
Spine 
Cervical: 7 
Thoracic: 12 
Lumbar: 5 
13 fused T2-L1, L1-L3 fused. All verts 
present with lipping.   
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Fusion?: Yes Dish 
 
Sternum  
Manubrium: Present 
Corpus Sterni: Present 
Xiphoid Process: Present  
Manubrium present but separate. 
Corpus Sterni and Xiphoid process 
fused and present. 
Skeletal elements: additional comments/observations 
Cribria Orbitalia: Yes 
Porotic Hyperostosis: No 
(iv) Teeth recovered - Maxilla 
 No Crypt: No crypts for any teeth 
(iv) Teeth recovered - Mandible 
 No Crypt: No crypts for any teeth 
Dental aspects: additional comments/observations 
 Linear Enamel Hypoplasia: N/A 
 Dental Caries: N/A 
(v) Section 1: The Individual - additional comments / observations 
Smithsonian Information 
Stature and Weight: No smith stature or weight. Stature estimated by using the Bass method 
ranged from 148cm-160cm. Combined femur and tibia estimates ranged from 155cm-156cm. 
Pathology: DISH 13 Verts 
Occupation listed on death certificate: Housewife 
State of Birth: England 
Status: Single 
COD: Diabetic, acute left ventricular failure, coronary artery disease, diabetes mellitus and 
Acboses.  
DC Duration: N/A 
Chron Age: 60 
DC Age: N/A 
YOB: 1893 
DC YOB: 1892 
Died:  1953 
Notes: Contr. Strangulate Hernia. A strangulated hernia is a hernia that is cutting off the blood 
supply to the intestines and tissues in the abdomen. 
(vi) References/sources 
 Morgue Records 
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
 
Element/location 
on element 
 
Indicator 
 
Status at death 
 
Comments/observations 
Thoracic Vert Fusion with candlewax 
appearance 
Fused DISH 
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not 
relevant/no apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
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Cause of Death with heart issues People with Dish often suffer from heart 
conditions 
 
General comments / observations 
(iii) Generalised indicators of health stress  
(iv) Individual Pathologies 
Pathology #1: Diagnosis- DISH 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
  DISH diagnosed as stated on morgue records  
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
(c) Possible cause(s) of pathology (including possible contributing factors)  
 The exact cause of the pathology is unknown. Factors that may contribute to the 
formation of DISH are suggested to be metabolic diseases, genetics, high calorie diets, and 
mechanical pressures (Faccia et al., 2015; Ortner, 2003). This pathology is associated with aging 
individuals that is around the age of 40 or older. It also effects males disproportionately in the 
archaeological record (Faccia et al., 2016). 
(d) Estimated pathology duration 
Estimating the duration of DISH in this individual was calculated by taking the age at 
death (60) and subtracting the estimation of onset (40) resulting in a possible 20-year duration. 
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
The fusion of six vertebrae with the characteristic wax bone growth and the fusion of 
the os coxae to the sacrum suggest the pathology was far along. The fusion of the vertebrae is 
considered complete at time of death. DISH sometimes involves parts of the skeleton that are 
not part of the spine such as the ulna, patella, calcaneus, and ox coxae are thought to be 
secondary to the fusion (Faccia et al., 2016, Ortner, 2003). Only one side of the os coxae is fused 
to the sacrum and would contribute to limited motion. 
(f) General comments/observations 
(g) Specific pathology references  
Mortuary Context 
(i) Location of remains 
 The Terry Collection is housed at the Smithsonian in Washington DC.  
(a) Remains not recovered from cemetery context (describe location). 
The remains are contained in two cardboard boxes that include all bones. The head is in 
a separate cardboard lid with foam donut to support the skull. The mandible is often included in 
the same cardboard lid as the skull but can also be separate from the cranium. Often included in 
the cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for 
storage sake.  
(b) Remains recovered from cemetery context (describe location within cemetery, in 
relation to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains were taken from the place the individual expired and transported to the 
morgue, the morgue then donated the remains to the Terry Collection.  
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(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
The Remains were moved to the Smithsonian along with the entire Terry Collection. 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
 N/A 
(v) Section 3: Mortuary Context - additional comments/observations 
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
 Temperature average for the year is reported as 58.5 degrees Fahrenheit. Winter 
average is reported as 37.4 degrees, spring 55.4 degrees, summer 80.4 degrees, and fall is 60.7 
degrees Fahrenheit (National Weather Service, 2020). Snow accumulation for the year was 6.9 
inches. Precipitation in total was reported to be 20.69 inches for the year (National Weather 
Service, 2020). 
 (b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farmland developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access 
to fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River (Sandweiss, 
2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, 
ease of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals 
- implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
(ii) Economy 
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(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-
gatherer/forager, fishing, pastoralism, horticulture, agriculture - implications for potential role 
of disabled individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations 
(f) References/sources  
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the countryside for better life or jobs in 
the city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, 
other]; division of labour [skeletal indicators of occupation, other]; body modification(s); 
mortuary treatment [see below] - implications for understanding role and treatment of subject - 
where did the subject ‘fit’?) 
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Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, 
sex, occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role 
and treatment of individual etc. [this information may have been covered in whole or part in 
Section 3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along 
with racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and 
bats along with fists.  
(j) Other variables and/or comments/observations  
(k) References/sources 
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
Life expectancy in 1949-1951 was listed as 68.7, but it can vary based on ethnicity, 
socio-economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, 
US Census).  
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
 N/A 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, 
abscess, tooth loss etc. - how does subject compare?) 
 N/A 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  N/A 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
 N/A 
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(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
 N/A 
(h) Other variables and/or comments/observations 
(i) References/sources 
STEP 1: General comments/observations 
List Any Significant Event Directly Impacting The Contexts:  
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
Index of Care - Step 2- FS236 
Section 1 : Clinical Impact  
Pathology #1- DISH 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
(possibl
e, prob, 
Not 
Indicate
d) 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
Yes 
 
Probabl
e 
 
Through the 
progression of 
DISH the fusion 
of the spine 
would limit 
mobility.  
Not 
Indicat
ed 
 
From onset until 
death 
  
 
  
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes 
 
Probabl
e 
 
Inflammation 
and 
ossification 
could have 
caused pain. 
The excess 
bone growth 
that looks like 
wax would 
provide 
discomfort. 
Not 
Indicat
ed 
 
From onset until 
death 
 
  
 
  
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Yes 
 
Possibl
e 
 
Balance could 
be affected by 
the fusion of 
the spine 
Not 
Indicat
ed 
 
From onset until 
death 
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Sight, hearing, 
balance) 
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, sleep, 
emotion, language 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
5. 
Cardiovascular 
system / 
function 
Yes Probabl
e 
 
This individual 
had known 
heart problems 
and DISH is 
suggested to 
be correlated 
with heart 
problems.  
  
Not 
Indicat
ed 
 
Possibly from 
onset until death 
  
 
  
6. 
Haematological 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
7. Respiratory 
system / 
function 
Yes 
 
Possibl
e 
 
Ossification of 
ligaments and 
additional 
bone growth 
can cause 
discomfort and 
possibly 
trouble 
breathing 
when added to 
polluted air 
quality 
Not 
Indicat
ed 
 
 
  
 
  
8. Immune 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
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11. 
Integumentary 
system / 
function 
No 
 
Not 
Indicat
ed 
 
 
  
Not 
Indicat
ed 
 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
 
References/sources 
 
Potential for interaction between symptoms identified above 
 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
 
Symptom change over disease course 
  
Symptom interaction (implications) 
  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
 
References/sources 
  
Part 4: Identify possible/probable interactions between 
different pathologies 
 
Interacting pathologies and/or symptoms 
 
Nature and outcomes of possible / probable 
interactions 
Heart issues thought to be associated with 
DISH 
Documented heart problems 
 
Step 2 - Part 4: Additional comments/observations 
N/A 
 
References/sources 
N/A 
 
  273 
 
Section 2 : Functional Impact 
Pathology #1 - DISH 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating: Capable, Not 
Capable, 
Unknown/Uncertain 
 
Observations 
1. Self-provisioning: ability to 
manage access to food and 
drink unaided (e.g. 
independently access nearby 
sources of food and water). 
Capable 
 
 
  
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to 
convey food and drink to 
mouth). 
Capable 
 
 
  
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating 
infection and managing 
infection risk) 
Unknown/Uncertain 
 
The progression of DISH could cause 
the individual to not be capable near 
the completion of the fusion.  
  
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), 
item retrieval etc. 
Unknown/Uncertain 
 
The progression of DISH could cause 
the individual to not be capable near 
the completion of the fusion. 
 
5. Mobility over limited 
distance: ability to move 
unaided over short distances 
(e.g. inside and around 
dwelling, out of range of 
potential hazards etc.) 
Unknown/Uncertain 
 
The progression of DISH could cause 
the individual to not be capable near 
the completion of the fusion. 
 
6. Control over body position: 
ability (re)position body parts 
as desired without assistance 
(e.g. to sit up and transfer 
body weight from a reclining 
position unaided). 
Capable 
 
 
  
 
Section 2 - Part 1: Additional comments/observations 
 References/sources 
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Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
1. Basic lifestyle Could hold a job 
and provide for 
the family  
 
  
Needs 
moderate 
to 
substantial 
assistance 
Flare ups associated with 
DISH and the lack of 
movement could cause 
missing work and might 
need some help  
2. Economic He should have 
a job to provide 
financial 
stability.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
3. Domestic Limited mobility 
over time could 
make everyday 
activities 
difficult to do 
independently 
and may 
require 
assistance.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
4. Mobility His limited 
mobility 
through the 
progression of 
the condition 
could make 
activities 
challenging and 
requiring 
assistance from 
others to help 
complete tasks.  
 
  
Needs 
moderate 
to 
substantial 
assistance 
 
  
5. Community life 
(other) 
 
 
 
  
Able to 
participate 
 
  
6. Interpersonal 
relations 
Body image 
could influence 
perception of 
the individual 
by others in a 
negative light.  
 
  
Able to 
participate 
 
  
7. 
Learning/applying 
knowledge 
 
 
 
  
Able to 
participate 
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Change(s) in functioning over disease course 
 Section 2 - Part 2: Additional comments/observations 
 References/sources  
Final comments/observations- Yes- likely that the subject required care  
 
Did the subject likely require health-related care? 
 
Yes - likely that subject required care  
Index of Care - Step 3- FS236 
Pathology #1 - DISH 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duratio
n 
comme
nts 
 
Effort and 
resources 
involved 
 
Efficacy 
of care 
1. Provision of 
food and water 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. Including 
at work which 
could eventually 
lead to job loss. 
The difficulty 
would increase 
over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
As the 
condition 
progresses 
this can 
require care 
in the form 
of 
donations 
or support 
from family.   
If the 
stream 
of 
income 
is 
impacte
d 
friends 
and 
family 
could 
help 
through 
physical 
contact 
or 
financial 
means.  
2. Maintaining 
normal body 
temperature 
Not 
Releva
nt  
     
  
 
  
 
  
3. Facilitation of 
comfort, rest and 
sleep 
Probab
le  
Discomfort from 
the new bone 
growth as well as 
fusion could lead 
to pain and 
discomfort 
impacting rest.   
Long 
Term  
Onset to 
Death  
Pillows, 
pain relief 
and other 
things can 
be used to 
self-care.  
  
If the 
stream 
of 
income 
is 
impacte
d 
friends 
and 
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family 
could 
help 
through 
physical 
contact 
or 
financial 
means. 
4. Ensuring 
physical safety 
Possibl
e  
I can see this 
being a potential 
problem that 
requires care as 
the individual got 
older and the 
fusion was 
complete.   
Long 
Term 
  
Onset to 
Death  
Extra 
awareness 
of hazards 
would be 
necessary 
through the 
progression 
of the 
condition 
If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
contact. 
5.Maintaining/assi
sting mobility 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.   
Long 
Term  
Onset to 
Death  
Walking 
aids and 
making sure 
that the 
walkway is 
clear of 
hazards 
could be 
done 
independen
tly. Friends 
and family 
might help 
out as the 
individual 
aged. 
If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
contact. 
6. Monitoring 
health status 
Probab
le  
I see this 
individual staying 
largely 
independent in 
monitoring health 
but as they age 
this might require 
help from others  
  
Long 
Term 
  
Onset to 
Death  
 
  
If the 
individu
al 
cannot 
keep 
track of 
any 
potentia
l heart 
conditio
ns or 
problem
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s family 
and 
friends 
might 
help 
docume
nt any 
issues. 
7. Maintenance of 
personal 
hygiene/protectio
n of integument 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition. 
Assistance to 
maintain hygiene 
as mobility was 
limited would 
probably be 
required.   
Long 
Term  
Onset to 
Death 
  If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
contact.  
8. Physical 
manipulation, 
postural 
adjustment 
Probab
le  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
  If 
mobility 
become
s a 
problem 
family 
could 
help 
through 
physical 
contact. 
9. Maintenance of 
physiological 
functioning 
Not 
Releva
nt  
 
  
 
  
 
  
 
  
 
  
10. Specific 
intervention(s) 
and technologies 
Not 
Releva
nt  
          
Step 3 Section 1: Additional comments/observations 
References/sources 
 Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/comme
nts 
 
Duratio
n 
 
Duration 
commen
ts 
 
Effort and 
resources 
involved 
 
Efficac
y of 
care 
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1. Basic lifestyle Possible  Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).  
 
  
2. Economic Possible  As the condition 
progresses and the 
mobility decreases 
job opportunities 
might be difficult to 
find. If he is the sole 
income of the family 
this can make things 
difficult. 
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).  
  
3. Domestic Possible  Loss of mobility 
would also make 
things around the 
house harder to do 
as the condition 
progressed. 
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).  
  
4. Mobility (over 
distance) 
Probabl
e  
Limited mobility 
would make 
everyday activities 
difficult. The 
difficulty would 
increase over the 
progression of the 
condition.  
Long 
Term  
Onset to 
Death  
Assistanc
e from 
family 
and 
friends in 
the form 
of 
support 
(physicall
y or 
financially
).   
  
  279 
5. Community life 
(other) 
Not 
Relevan
t  
 
  
   
  
   
  
6. Interpersonal 
relations 
Not 
Relevan
t  
 
  
     
  
 
  
7.Learning/applyi
ng knowledge 
Not 
Relevan
t  
 
  
 
  
 
  
 
  
 
  
Step 3 Section 2: Additional comments/observations  
References/sources  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
Pain relief in the form of medication, walking 
aids, pillows or comfort items, massages from 
family members.   
All of these accommodations and more could 
have been utilized on a regular or daily basis   
 
Index of Care - Step 4- FS236 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
She would have needed care for DISH as 13 of her 
vertebrae are fused together with the dripping candle wax 
effect that is a classic sign of DISH.  
 
2.  Assess considerations 
for/against care 
Would have needed it  
 
3.  Decision to provide care Those around her decided to care for her to prevent 
injuries 
 
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
Direct support and accommodation with possible financial 
support as well 
 
5.  Implementing and reviewing 
care practice 
She had many conditions and many symptoms that would 
have required care long term but with no set plan.  
6.  Cease care At Death 
  
7.  Decide treatment after death N/A 
 
 
General comments/observations 
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Question 
 
Observation 
N/a N/a 
 
Group agency overview 
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Section 2 - Individual identity - The subject as 'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. She had an English accent and was born in England but came 
to America. She was 4 foot 8 to 5 foot 2 based on skeletal 
measurements. No autopsy weight or stature was done.  
2. Social indicators She had an English accent which would have made her stand 
out  
3. Pathology(ies) and likely 
impact(s) 
DISH 13 verts would have been painful with loss of motion 
range. 
4. Care received She probably had help moving around because of DISH but 
also had heart problems and diabetes so those around her 
could have monitored her health.  
5. Lifeways opportunities and 
constraints 
Diabetes, DISH, and heart disease would all have affected her 
life in different way and possibly in different times over the 
course of her life. I do believe that until DISH was fully 
developed, she would have remained as independent as she 
could.  
 
Additional comments/observations  
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s survival 
with disability suggest about 
their personality and 
motivation? 
She was an immigrant and listed as single so she must have 
been one tough lady to survive in a new country with no 
family of her own.  
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
Her caregivers could have been family that came over with 
her or later. She was listed as single, but it is unknown if 
family later came to America after her. IF she had no family 
then those she lived with or around would have been the 
caregivers. 
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
An English accent is stereotypically viewed as classy and 
interesting so what would have made her stand out could 
have also been an asset in acquiring care and assistance.  
What was required from the 
subject in terms of cooperation 
in their own care?  What does 
She would have initially needed to be receptive to it before 
she aged and required it. Once she required the help due to 
limited mobility and pain it would have been difficult not to 
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cooperation suggest in terms of 
e.g. level of function, 
personality traits, etc?  
be receptive to care.  
 
Were different care options 
available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
N/A 
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
Most of her life if the diabetes and heart conditions 
presented later in life, she would have been independent and 
able to preform tasks. As she aged and with the onset of a 
severe case of dish, she would have been unable to complete 
tasks her cohort could have performed.  
 
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were 
available? 
N/A 
  
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
She would have required help dressing, bathing, getting 
comfortable, getting in and out of bed or in a chair. She 
would have also required monitoring because of how severe 
her dish was. All of this if she was independent and confident 
(which coming to a new country takes a lot of bravery and 
confidence) would have impacted her mental health. It is 
unknown if her self esteem would be overtly impacted.  
Following from this question, 
what might long term survival in 
this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
She relied on those around her once DISH was fully 
completed. Her case was so severe that a minor fall or 
stumble could have ended up being life threatening. This 
would cause her to trust and rely on those who cared for her.  
  
 
Additional comments/observations 
 Citations used: Faccia et al., 2015. Ortner, 2003. National Weather Service, 2020. Sandweiss, 
2001. Fontana and Keene, 2009. US Census. Mayo Clinic 2020. US Bureau of Labor Statistics 
1931, 1942, 1956. Whaples, 2007. United States Congress 1934.  
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? Detail last year of life specifics and any 
major events that would have contributed to them as a person. Put as 
much detail in here as possible more details about decades can be found 
in the Step 1 chapter.  
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FS236 was born in England in 1892 and relocated to America and settled down in 
St. Louis. She was listed as single on her death certificate, but it is documented that her 
occupation was a housewife. It is unclear if she had any dependents. Her estimated height 
since there was no height or weight taken at autopsy is 1.40m to 1.60m. That would be 
between 4 foot 8 inches to 5 foot 2 inches. She died at the age of 60 in 1953.  Her cause 
of death was listed as diabetes with acute left ventricular failure in addition to coronary 
artery disease. She is documented as having DISH that fused 13 total vertebrae together. 
She would have stood out amongst the crowd for her English accent. In addition to her 
accent, as she got older and lost mobility, she would be slow moving and extra cautious, 
further distancing herself from the crowd around her (Niovi et al, 2016). 
The onset of DISH is usually in older adults but can start around the age of 50. It 
is more common in men, but because she had diabetes and a heart condition it increased 
her risk factor resulting in the condition. DISH causes stiffness and lack of mobility 
(Facciaa et al., 2016; Otner, 2003; Weinfield 1997). It also is painful. Pain can be 
experienced in just the back or in the shoulder, knee, elbow, or heel. This pain could have 
made everyday activities painful and difficult to accomplish. Complications associated 
with DISH are spinal fractures with minor falls resulting in surgery. In addition to the 
increased risk of spinal fractures, bone spurs can grow and put pressure on the esophagus. 
This would create difficulty swallowing, sleep apnea, and even change the tone of her 
voice. Although for much of her life she could have remained independent only requiring 
assistance during periods of soreness or pain.  She also had a serious heart condition 
called coronary artery disease, which results in narrow arteries that struggle to transport 
oxygen rich blood to the heart (Mayo Clinic, 2020). 
Coronary artery disease is serious and can cause many symptoms. Chest pain and 
tightness are the most common. This pain, coupled with shortness of breath, can make 
doing simple things difficult. Adding diabetes into the picture, other symptoms she could 
have experienced would be more intense. Pain or numbness in extremities is also very 
common and would be a hazard when at work or even at home. Full range of motion loss 
in addition to pain or numbness could make traversing the bumpy streets or flat surfaces 
difficult. As she aged, she would have more pain with the progression of DISH and may 
have needed assistance walking or relieving his pain. 
Her caregivers would have most likely been those she lived with. She would have 
needed monitoring for her heart condition in addition to diabetes, and eventually 
assistance with many daily activities. As she aged into her older years, she no longer had 
the ability to bend or twist her back. It was not uncommon for family and extended 
family to live together, or tenants that rented rooms from families. Individuals living with 
her, family or tenants, would have been her.support and caregivers in times of need.  An 
example of care that could be provided by friends, family or tenants, would have included 
needing assistance traversing the uneven streets, steps, or obstacles around the home. Due 
to her severe case of DISH a simple fall could become catastrophic and life threatening. 
Her care would have been long term once the onset of DISH occurred, if not earlier due 
to diabetes and related symptoms. Finally, her heart condition would have made life more 
complicated especially if she was diagnosed after a stroke or heart attack, which is the 
most common way to be diagnosed. Physical assistance of clearing a path, maintaining 
self-hygiene, and assistance with positioning her body so that she could breathe better at 
night would all be required. Financial assistance could have been a form of care since her 
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income was unknown, but doctors’ visits and medication on top of household expenses 
would pile up quickly.   
To provide an idea of family expenditures for food related items the prices of 
select items were chosen to assist in building this model of care. All food items are priced 
from the individual’s year of death of 1953 and from the US Bureau of Labor Statistics 
(1956).. This was done because in the final years of life the care would have been more 
consistent and at a higher intensity. Beef by the pound cost $0.53 to $0.91 depending on 
the cut, adjusted for inflation beef would have ranged from $5.13 to $8.82. A pound of 
bacon cost $0.78 and adjusted for inflation was $7.56. Butter, cheese per pound, and a 
half gallon of fresh milk were priced at $0.79, $0.48, $0.47 respectively. Adjusted for 
inflation the prices would be $7.65, $4.65, and $4.55 in the same order. Eggs per dozen 
sold for $0.70, today that would cost $6.78. A loaf of bread was $0.16, equivalent to 
$1.55 today. Coffee per pound was priced at $0.89 with the adjusted total being $8.62. 
Potatoes and sugar per pound would cost $0.54 and $0.53. Today it would cost $5.23 and 
$5.13 respectively. These are just a few examples of the price of food items that families 
would have to purchase. Keeping in mind that it was typical to have extended family live 
with the individual,  more food would have to be purchased. 
Household bills also need to be considered such as rent in addition to the prices 
below. 
Annual gas cost for heating a home in 1953 was $77 across the nation and would be 
$746.00 today. Coal prices ranged from $90 to $93, today that would equal $871.95 to 
$901.01. Annual electricity composite prices for the nation in 1953 was $93, which 
would cost $901.01 today. St. Louis also had congested streets with automobiles as early 
as 1920. Streetcars were operated throughout St. Louis, a single ride fee for cash 
customers was $0.20, with a ticket or token purchased ahead of time it was $0.19 per 
ride. Today these fees would be $1.94 and $1.84 respectively. Railroads were used to 
travel around the state and for out of state travel.  
In 1953 a semi-private hospital room would cost $10.82, while a private room 
was billed at $13.70. Today the room fees would total $104.83 and $132.73. All the 
remaining fees are specific to the city of St. Louis. Visiting a physician, specialist, or 
surgeon would cost $11.31 to $18.70, modern day prices are $150.3 to $248.07. Eye care 
cost $0.37 to $1.86, adjusted for inflation would be $4.91 to $24.67. Dental care ranged 
from $1.90 to $10.70, that price today would equal $25.20 to $141.94. Clinic care would 
cost $0.37 to $0.42, today that would be $4.91 to $5.57. Generalized hospital care that 
ranged from $0.95 to $4.72 including bed cost, lab tests, medications, and dressings. 
Today that cost would total $12.60 to $62.61 (Jones et al., 1945). 
         The cost of medications depended on the type (generic or name brand), and if it 
was over the counter or prescribed by a doctor. All prices listed are specific to St. Louis. 
Prescription narcotics in liquid form would total $1.10 while prescription penicillin in 
tablet form was $2.97. Today those prescriptions would cost $10.66 and $28.77.  
Prescriptions for drugs that were not narcotic would cost $0.79 for twelve capsules. In 
2020 those capsules would be $7.65. Milk of Magnesia would cost $0.44 per bottle and 
multi-vitamin capsules would cost $3.50 per one hundred count. Adjusting for inflation it 
would cost $4.26 and $33.91. Over the counter aspirin would cost $0.62, and today that 
would be equivalent to $6.01 (US Bureau of Labor Statistics 1956; Jones et al 1945).. 
These expenses are important to consider even without knowing if she held a job or had 
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any income at all. She was listed as a housewife and single, therefore it is unknown what 
job she had or if she had support from a previous marriage. Children could have cared for 
her if she had any, but without documentation it is important to also consider other 
caregivers such as friends. 
This individual’s documentation and inclusion in the Terry collection indicates 
that at the end of her life she did not have money for a proper burial. On her morgue 
record she was listed as single. Even though she did not have a husband, she could have 
had family that came over from England with her or in later years. It could have also 
meant that at the end of their life no family or friends claimed their remains. Inevitably 
the individual was donated to the collection by the state. This is because if the state 
donated the remains, they would not have to pay money to bury the individual. 
 
Index of Care - Step 1- 1636 
The Individual 
(i)    Identifier(s) and provenance (e.g. location of recovery, date/period, culture, other) 
FS1636. 
Data Collected: 2019.  
(ii) General identifiers (e.g. age, sex, height, build, other) 
Age: 58. Female. African American.  
(iii) Skeletal elements recovered (list and describe skeletal elements in terms of e.g. 
completeness, preservation, measurement, morphology, anomalies etc. - note that detailed 
description of pathology indicators is covered in SECTION 2). 
 
 
Element 
 
Description 
 
Comment 
 
Cranium  
 
Present with wood piece on the 
sagittal suture. No teeth in occlusion. 
Bone growth on he occipital and 
parietal. 
 
  
 
Hyoid  
 
Present and complete 
 
  
 
Left Clavicle  
 
Sternal end at the articular surface is 
porous and depressed with no 
defining edge to the articular surface 
 
  
 
Left Femur  
 
254 mm. Very different from right. 
The median condyle and epicondyle 
is like twice the size of the lateral 
epicondyle and condyle. Damage but 
fossa is porus 
 
  
 
Left Fibula  
 
Very porous. Damage to proximal 
surface / articular surface. 312mm 
 
 
Periostitis? Osteomylitis  
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Left Foot 
 
Present 
 
Damaged due to handling had lots of 
bone dust in the bag 
 
Left Hand 
 
Present 
 
Damaged due to handling  
 
Left Humerus 
 
Has a septal aperture. porosity on 
the head, neck, and greater tubercle. 
270mm 
 
  
 
Left os coxae 
 
present and complete. Pubis 
porosity. Growth on iliac spine. 
Auricular surface worth but with 
some lipping. Porosity on the pubis, 
illium, and illiac. Acetabulum worn 
around and the edges are flattened. 
Porosity around the acetabulum. 
 
  
 
Left Radius 
 
223mm. Bowing. Present and 
complete 
 
  
 
Left Scapula  
 
Porosity on both the coracoid 
process and acromion. The area 
(inferior border) that surrounds the 
glenoid fossa is flattened without 
rim/border definition.   
 
Holes with a depression on the neck 
under the glenoid fossa.  
 
Left Tibia 
 
315mm. bows towards medial 
malleolus the back kinda looks like 
an S.  
 
  
 
Left Ulna 
 
Present and complete. 238 mm.  
 
  
 
Mandible  
 
Complete with no crypts for teeth 
(same with Maxilla).  
 
  
 
Patella (Left + 
Right) 
 
present and complete 
 
  
 
Ribs 
 
Left and Right present they are 
complete with the ends flattened 
with ossified tissue, Heads of ribs 
also deformed.  
 
One rib is fused to a thoracic vert 
 
Right Clavicle  
 
Sternal end at the articular surface is 
porous and depressed with no 
defining edge to the articular surface 
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Right Femur 
 
patellar lip is robust and damaged. 
Lateral and medial condyles not 
regular shape, Boney ledge on the 
posterior side of the epicondyle. The 
intercondylar fossa is small and very 
deep or set back due to  bone 
growth or lipping blocking it  
 
  
 
Right Fibula  
 
Missing proximal end. Distal end 
perio or osteo? Same damage/ 
porosity to lateral malleolus 
 
  
 
Right Foot  
 
Present 
 
Bone dust and damaged due to 
handling  
 
Right Hand  
 
Present  
 
Damaged from handling  
 
Right Humerus 
 
Present and complete growth 
around the head articular surface 
(bone flares out). 
 
Damage to head and growth? By 
tubercle?  
 
Right os coxae 
 
present and complete. Pubis 
porosity. Growth on iliac spine. 
Auricular surface worth but with 
some lipping. Porosity on the pubis, 
illium, and illiac. Acetabulum worn 
around and the edges are flattened. 
Porosity around the acetabulum. 
 
  
 
Right Radius  
 
Present and complete  
 
Bowing is present  
 
Right Scapula  
 
Porosity on both the coracoid 
process and acromion. The area 
(inferior angle) that surrounds the 
glenoid fossa is flattened without 
rim/border definition.   
 
Holes with a depression on the neck 
under the glenoid fossa.  
 
Right Tibia 
 
bows towards medial malleolus the 
back kinda looks like an S.  
 
  
 
Right Ulna 
 
bows beginning by radial articulation 
out and down (see notes for 
drawing). Bows on the top or 
proximal end. 
 
  
 
Sacrum 
 
Very porous missing pieces. Damage 
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to ala bilateral only 1 posterior sacral 
foramina the top nest are damaged 
and broken. 
 
 
Spine 
 
All cervical, thoracic, and lumbar 
verts are present  
 
They are present and in articulation 
with a metal rod going through the 
vertebral foramen. 
 
Sternum  
 
Only corpus sterni present  
 
  
 
Skeletal elements: additional comments/observations 
Scapulas: porosity on both at the coracoid process and acromion process. Both Glenoid Fossa's 
are mashed and depressed with new growth around it? 
 
 
(iv) Teeth recovered - Maxilla 
N/A 
 
(iv) Teeth recovered - Mandible 
N/A 
 
 
Tooth 
 
Description/Comment 
 
Dental aspects: additional comments/observations 
No crypts for teeth at all  
 
(v) Section 1: The Individual - additional comments / observations 
Smithsonian Information: 
Pathology: Dwarf, Rickets, Scoliosis, Osteomyletis. 
Occupation listed on death certificate: None. 
Born in Mississippi. 
Status: Widow 
COD: ASHD Fret, Bilateral bronchial pneumonia. DC Duration: 1 week. 
Chron Age: 59 
DC Age: 58. 
YOB: 1900 
DC YOB: 1900 
Died: 1959.  
 
(vi) References/sources 
  
Pathology 
(i) Location and description of each pathology indicator, status at time of death (active, 
resolved, resolved with residual deformity, etc.), and comments/observations 
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Element/location 
on element 
Indicator Status at death Comments/observations 
 
(ii) Possible patterns/relationships involving some/all pathology indicators (If not 
relevant/no apparent relationship indicate this; otherwise e.g. causal, interacting, etc.; 
 
Indicators 
 
Relationship 
 
General comments / observations 
Spine: Curvature indicates scoliosis and the records confirm this individual scoliosis. 
Rickets: Bowing in all long bones with records confirming the individual had rickets. 
Dwarf: Records indicate this individual has dwarfism and measurements confirm the records 
 
(iii) Generalised indicators of health stress  
  
(iv) Individual Pathologies 
Pathology #1: Diagnosis 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
Dwarfism  
 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
Not relevant 
 
(c) Possible cause(s) of pathology (including possible contributing factors)  
Genetic  
 
(d) Estimated pathology duration 
Congenital  
 
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
Congenital  
 
(f) General comments/observations 
All long bones are bowed and long bone lengths 
 
(g) Specific pathology references 
  
Pathology #2: Diagnosis 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
Rickets 
 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
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N/A 
 
(c) Possible cause(s) of pathology (including possible contributing factors)  
Deficiency?  
 
(d) Estimated pathology duration 
  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
Childhood  
 
(f) General comments/observations 
Diagnosed by doctor and in records 
 
(g) Specific pathology references 
  
Pathology #3: Diagnosis 
(a) Most likely diagnosis (where two or more diagnoses are equally likely, or where no 
diagnosis is possible, then this should be recorded) 
Scoliosis 
 
(b) Diseases included in differential diagnosis (state if not relevant - e.g. in case of limb 
fracture) 
N/A 
 
(c) Possible cause(s) of pathology (including possible contributing factors)  
Dwarfism? 
 
(d) Estimated pathology duration 
  
(e) Course of pathology over time (e.g. congenital; acquired [age?]; acute/chronic; recovery 
[partial/complete] before death; lived with disease until death; relationship to cause of death 
[unknown/unrelated/contributory/causal], etc.). 
unknown  
(f) General comments/observations 
Records from the morgue state this 
(g) Specific pathology references 
  
(v) Section 2: Pathology/Pathologies - additional comments/observations 
Smithsonian Morgue Records: Dwarfism, Rickets, Scoliosis.  
(vi) References/sources 
Mortuary Context 
(i) Location of remains 
 Washington DC 
(a) Remains not recovered from cemetery context (describe location). 
The Terry Collection is housed at the Smithsonian in Washington DC 
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(b) Remains recovered from cemetery context (describe location within cemetery, in 
relation to other burials - e.g. single/group burial, within main cemetery, on periphery, etc.) 
The remains are contained in two cardboard boxes that include all bones. The head is in 
a separate cardboard lid with foam donut to support the skull. The mandible is often included in 
the same cardboard lid as the skull but can also be separate from the cranium. Often included in 
the cranial and mandible lids are teeth, the hyoid, or misc. bone fragments.  Located at the 
Smithsonian Museum storage. Everyone would share a shelf with one other individual for 
storage sake.  
(ii) Deposition of remains (positioning, orientation, grave cut, etc.)  
Donated to the collection by Morgue then moved to be housed at the Smithsonian 
(iii) Preserved grave goods (and placement of these) 
N/A 
(iv) If found in cemetery context, compare subject’s mortuary treatment with that of other 
burials (if possible, within same demographic cohort) 
  N/A 
(v) Section 3: Mortuary Context - additional comments/observations 
(vi) References/sources 
Lifeways (Biocultural Context) 
(i) Physical environment 
(a) Climate (e.g. temperature range, seasonal variation, rainfall - implications for shade 
and/or shelter, disease vectors, etc.) 
Rain on average per year is 42 inches. Snow per year averages 16 inches. On average 
there are 200 sunny days per year. A total of 105 days gets precipitation that includes snow, 
rain, sleet, and hail. Summer high is around 89 degrees. Winter lows can be 23 degrees (National 
Weather Service; The Old Farmer's Almanac).  
Temperature average for the year is reported as 56.3 degrees Fahrenheit. Winter 
average is reported as 30.8 degrees, spring 57.4 degrees, summer 78.4 degrees, and fall is 55.8 
degrees Fahrenheit (National Weather Service, 2020). Snow accumulation for the year was 5.3 
inches. Precipitation in total was reported to be 28.31 inches for the year (National Weather 
Service, 2020). 
(b) Topography and elevation (e.g. coastal, swamp, hilly, mountainous, easy/difficult to 
traverse - implications for managing mobile lifestyle, transportation, etc.) 
The city is located along the Mississippi River with an elevation of 466ft. It began as 
prairie land and farmland developing into an industrial city (Sandweiss, 2001). City roads were 
opened but often blocked because residents didn't want to give up their land. Streetcars began 
service in prior to the 1860's.  In the 1870's streets became paved with asphalt and steam rollers 
(Sandweiss, 2001).  St. Louis was having automobiles on the streets as early as 1920 (Sandweiss, 
2001).  
(c) Vegetation (e.g. desert, grassland, sparse/medium/dense forest - implications for access 
to fuel, building materials, food sources etc.) 
Originally St. Louis was open fields and farmland along the Mississippi River (Sandweiss, 
2001).  
(d) Food and water sources (e.g. animals, plants, wild/domesticate, reliability of supply, 
ease of access, fertile/barren environment - implications for managing reductions in group 
productivity, cost of care etc.) 
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Low income families utilized public bathhouses and outhouses up until the 1950's 
(Baumann et al., 2011).  
(e) Environmental hazards (e.g. unsafe terrain, predatory animals, poisonous reptiles and 
insects - implications for safety/need for protection etc.) 
Streets were unevenly paved and lined with trash. Dumping into the river and factory 
smoke polluted the environment (Sandweiss, 2001). 
(f) Access to manufacturing materials (e.g. timber [see (c)], stone, clay, hide/textile, metals 
- implications for group ‘wealth’, meeting ‘costs’ of care etc.) 
St. Louis was known for being a hub for incoming cargo along the river and for the 
manufacturing industries.  
(g) Other variables and/or comments/observations 
(h) References/sources 
Sandwiess, 2001. National Weather Service. The Old Farmers Almanac. Baumann et al., 2011.  
 
(ii) Economy 
(a) Food production / procurement strategies (e.g. [mixed/specialist] hunter-
gatherer/forager, fishing, pastoralism, horticulture, agriculture - implications for potential role 
of disabled individual etc.) 
Many families would keep a small garden on property and even have pigs (US Census). 
Grocery stores were often at the ends of blocks or on the first level of a building. Disabled 
individuals could potentially go to the store but uneven and dirty streets along with most homes 
having stairs could cause difficulty (Sandweiss, 2001).  
(b) Ease/difficulty in food procurement/production ( e.g. abundance/scarcity of food, 
seasonality/reliability of access, nutritional value of diet - implications for ‘costs’ of caregiving, 
suitability of diet, etc.) 
Individuals would go to the grocery store to get food if they could afford it.  
(c) Technologies available, product manufacture and materials employed (e.g. tools - stone, 
bone, wood, metal, other; pottery; textiles; other artefacts [domestic, personal]; etc.) 
Products and technology were available in stores.  
(d) Trade / exchange activities (e.g. products of trade, distances involved - implications for 
occupational options, interaction with other communities, exchange of knowledge etc.) 
The individuals in the Terry Collection were of low socio-economic status and therefore 
wouldn't have prestigious or high paying jobs.  
(e) Other variables and/or comments/observations  
(f) References/sources 
(iii) Socio-cultural context 
(a) Basic lifestyle (e.g. mobile, semi-sedentary, seasonal occupation of established camps, 
established territory, permanent settlement - implications for ease/difficulty of care, keeping up 
with the group, etc.) 
Families would live in homes either alone or with other families. There were also people 
who would rent rooms in a home.  
 
(b) Estimated group size (e.g. stable/variable; kin relationships between members; ability to 
provide dedicated care, etc.) 
Mostly nuclear families living together but extended family and boarders could be living 
in the home.  
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(c) Habitation (e.g. cave or rockshelter; temporary/permanent construction [materials - 
timber, stone, clay, other]; size of dwelling, occupants [whole group, single/extended family, 
other] ) 
Homes were built according to Creole style like the old existing estates. Homes would be 
one or two stories with common lawn and an outhouse. The yard would have stairs for 
multifamily dwellings. Yards contained gardens, animals, and also were social gathering spots 
(Sandweiss, 2001). 
(d) Social organisation (e.g. organisation of ‘family’ groupings, heterarchical versus 
hierarchical, ascribed/assigned status - implications for understanding group and individual 
identity, social relations - where did the subject ‘fit’?) 
Mostly nuclear families sometimes with extended family members. Boarders renting 
rooms were not uncommon as more people came from the country side for better life or jobs in 
the city.  
(e) Role differentiation within the group (e.g. basis for differentiation if any [sex, age, 
other]; division of labour [skeletal indicators of occupation, other]; body modification(s); 
mortuary treatment [see below] - implications for understanding role and treatment of subject - 
where did the subject ‘fit’?) 
Documentation that was with each individual sometimes listed jobs. Census data from 
1900 on listed children working in poorer families but also in schooling.  
(f) Mortuary customs (e.g. ‘standard’ funerary treatment; differentiation on basis of age, 
sex, occupation, ‘status’, origin, disability, other ‘deviance’ - implications for understanding role 
and treatment of individual etc. [this information may have been covered in whole or part in 
Section 3]) 
Individuals in this collection were donated by the morgue so the state wouldn't have to 
pay to bury them. Until 1958 African Americans were segregated even in death with special 
cemeteries for African Americans and whites (Fontana and Keene, 2009).  
(g) Other cultural practices (e.g. evidence for ritual, religion, diet, dress, artefact/ornament 
production and significance, body modifications [also covered above], etc. - relevance for the 
subject?) 
Some could have been embalmed but there is no documentation about preservation of 
remains prior to donation to the Terry Collection.  
(h) Sociocultural contacts with other communities (e.g. intermarriage, migration, regular 
gatherings, shared ceremonies etc.) 
Neighborhoods varied in conditions and segregated due to housing ordinances along 
with racist attitudes in the communities.   
(i) Violence (e.g. within and/or between group; occasional, frequent, systemic; profile of 
‘typical’ victims [sex, age]; location and severity of injuries sustained; ‘nature’ of violence 
[‘personal’, domestic, ritual, acquisitive, other]; weapons used etc. - how might ‘care’ fit with 
‘violence’?) 
Racial tensions are documented as well as class clashes. Guns were used in riots and bats 
along with fists.  
(j) Other variables and/or comments/observations 
(k) References/sources 
Sandweiss, 2001. US Census. Missouri State Historical Society.  
(iv) Population health and disease  
(a) Group demographic profile (e.g. age range, life expectancy [at infancy and post-
adolescence], sex etc.) 
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Life expectancy in 1959 was listed as 69.89 but it can vary based on ethnicity, socio-
economic status, and the type of jobs held (Fontana and Keene, 2009; Sandweiss, 2001, US 
Census).  
 
(b) Indicators of health stress (excluding dental health) (e.g. rates of linear enamel 
hypoplasia, porotic hyperostosis/cribra orbitalia, Harris lines etc. - how does subject compare?) 
No teeth present 
(c) Patterns of dental/oral health (where possible by age group) (e.g. wear, cavities, 
abscess, tooth loss etc. - how does subject compare?) 
No teeth present or crypts 
(d) Degenerative joint disease (e.g. location, extent and severity; incidence by age and sex; 
etc. - how does subject compare?) 
  N/A 
(e)  Trauma and likely cause (e.g. frequency; patterns in type and location of injury; result of 
general accident, occupational injury or interpersonal violence; etc.) 
  N/A 
(f) Other diseases (e.g. congenital; acquired; frequency; patterns in presentation; possible 
cause(s); etc.) 
Dwarfism, Rickets, Scoliosis are listed on the morgue records.  
(g) Evidence suggesting healthcare ‘custom’ [n.b. although bioarchaeology of care analysis 
focuses on an individual set of remains, there may be evidence suggesting care practice in other 
cases/more generally] (e.g. indicators of other treatment intervention(s) - additional cases of 
survival with disability; evidence of surgery; presence of medical technologies; presence of 
possible pharmaceuticals; other). 
She had dwarfism, rickets, and scoliosis the majority of her life. She did seek treatment 
or told people of her bilateral bronchial pneumonia because on the morgue records it states 
duration of 1 week. Osteomyelitis is also documented on the morgue records.  
(h) Other variables and/or comments/observations 
(i) References/sources  
STEP 1: General comments/observations 
Feb 9 th 1959 Tornado leaves 21 dead and 345 injured. It was 63 degrees downtown at 
midnight. Three inches of rain caused flooding. No tornado warning was given ahead of time due 
to it being in Feb. Even if there was a warning sirens would not be used because those were 
reserved for the cold war air raid notifications. There were at least 750,000 people living in the 
city. It was the third deadliest tornado St. Louis has seen in its history. Homes and businesses 
were flooded and roofs were ripped off. Glass windows would break from debris and high winds. 
Houses were completely leveled and streets torn up. Inspectors said 47 homes and buildings 
were destroyed, in addition 245 buildings and homes were heavily damaged, and 1,633 homes 
and buildings sustained minor damage. Estimates of damages total up to 12 million (O’neil, 
1959). 
 
 
STEP 1: Additional references/sources of information 
Additional information on the decades this individual lived see the step 1 chapter.  
Index of Care - Step 2- 1636 
Section 1 : Clinical Impact 
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 Pathology #1 - Dwarfism 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
 
Yes 
 
Probabl
e 
 
The short 
stature would 
impact every 
aspect of life. 
Stairs and 
reaching high 
up things. Zinc 
deficiency is 
common in 
dwarfism as 
well. 
Limitation of 
extension of 
limbs can be 
impacted. 
Individuals 
with dwarfism 
have flattened 
chests 
(anteroposteri
or) and the 
abdomen is 
often very 
prominent and 
elongated. 
Dwarfism 
could lead to a 
waddle gate 
due to pelvic 
tilts. Hip tilting 
becomes fixed 
in the teenage 
years. Prior to 
walking infants 
with dwarfism 
exhibit lower 
thoracic and 
upper lumbar 
kyphosis when 
sitting.  
 
Not 
indicat
ed 
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2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
Yes Possible Stress on the 
skeleton can 
cause an 
individual to 
try to 
compensate 
issues that 
stem from 
dwarfism.  
Not 
indicat
ed 
    
 
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
 
Yes 
 
Probabl
e 
 
Short limbs 
that might 
have limited 
extension 
could lead to 
imbalance. The 
tilt of the 
pelvis and 
muscle mass 
can cause this 
individual to 
be more open 
to falling 
injuries. All of 
the bones in 
the body are 
impacted by 
dwarfism. 
Kyphosis and 
the stress of 
body weight 
can cause pain 
(Scott, 1975).  
 
Not 
indicat
ed 
 
  
 
  
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
5. 
Cardiovascular 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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6. 
Haematologica
l system / 
function 
No Not 
indicate
d 
  Not 
indicat
ed 
    
 
7. Respiratory 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
8. Immune 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
11. 
Integumentary 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
Dwarfism is a broad term that encompasses disorders that lead to a reduced stature and body 
proportions (Walker, 2012). Severe zinc deficiency has been linked to dwarfism as a general 
cause (Larsen, 1977).  Two individuals in this study express dwarfism. The first individual from 
morgue records included in the Terry Collection has diagnosed pituitary dwarfism. Pituitary 
dwarfism is a result of a hormone deficiency that is caused by an underactive pituitary gland 
(Walker, 2012). The second individual had a note in the pathology section with dwarfism. 
Achondroplasia is the most common form for congenital short-limbed dwarfism (Scott, 1976). 
This type of dwarfism is present at birth (Kopits, 1979). Characteristics of achondroplasia are 
prominent bossing on the frontal, flattening of the occipital, and bowing in the lower limbs 
(Kopits, 1979).  The mean adult height for males with this type of dwarfism is 132cm, and 123cm 
for females (Scott, 1979). In addition to the complications from dwarfism individuals could face 
numerous health and physical challenges throughout their life (Scott, 1979; Koptis, 1979).  
 
References/sources 
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Walker 2012. Larsen 1977. Scott 1976. Kopits 1979.  
 
Potential for interaction between symptoms identified above 
Imbalance can create the risk of falling. Limited range in motion can also cause risk of injury.  
 
Section 1 - Part 2: Likely Clinical Impacts Experienced - Additional 
comments/observations 
  
References/sources 
Walker 2012. Ortner 2003, Larsen 1977. Scott 1976. Kopits 1979. 
 
Symptom change over disease course 
  
Symptom interaction (implications) 
  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
Skeletal stress can cause joints to degenerate faster, increase falling risk and pain.  
 
References/sources 
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Pathology #2 - Rickets 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
5. 
Cardiovascular 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
6. 
Haematologica
l system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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7. Respiratory 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
8. Immune 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
11. 
Integumentary 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
  
References/sources 
  
Potential for interaction between symptoms identified above 
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Symptom change over disease course 
  
Symptom interaction (implications) 
  
Section 1 - Part 3: Likely Severity and Duration of Clinical Impacts - 
Additional comments/observations 
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Pathology #3 - Scoliosis  
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
5. 
Cardiovascular 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
6. 
Haematologica
l system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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7. Respiratory 
system / 
function 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
8. Immune 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
Yes 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
11. 
Integumentary 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
Scoliosis is defined as a lateral deviation of the vertebral column located at the midsagittal plane 
(Walker, 2012). Typically scoliosis will involve two abnormal curvatures but the individual’s skull 
will be in a vertical position that is close to midline (Walker, 2012). Scoliosis is diagnosed using 
the Cobb’s angle and it measures 10% or more (Youseff, 2011) 
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Pathology #4 - Osteomyelitis 
 
Body 
Function/Syste
m 
 
Potenti
al 
impact 
 
Likeliho
od 
 
Probable/possi
ble symptoms 
and reasoning 
 
Severit
y 
 
Duration 
(estimate/comm
ent) 
 
Commen
ts 
 
1. 
(Neuro)muscul
o-skeletal and 
movement-
related 
functions/syste
ms 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
2. Sensory 
functions/nerv
ous system (i): 
pain (e.g. 
Acute, chronic, 
intermittent) 
 
Yes 
 
Possible 
 
Infection could 
cause swelling 
and pain  
 
Not 
indicat
ed 
 
  
 
  
 
3. Sensory 
functions/nerv
ous system (ii): 
other (e.g. 
Sight, hearing, 
balance) 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
4. Mental 
functions (e.g. 
Intellectual, 
consciousness, 
attention, 
orientation, 
sleep, emotion, 
language 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
5. 
Cardiovascular 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
6. 
Haematologica
l system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
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7. Respiratory 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
8. Immune 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
9. Digestive, 
metabolic and 
endocrine 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
10. 
Genitourinary 
and 
reproductive 
systems / 
functions 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
11. 
Integumentary 
system / 
function 
 
No 
 
Not 
indicate
d 
 
  
 
Not 
indicat
ed 
 
  
 
  
 
Section 1 - Part 1: Potential Domains of Pathology Impact - Additional 
comments/observations 
Osteitis is the general term for inflammation in bone tissue with osteomyelitis and periostitis 
refer to the osteological changes as a result of osteitis (White et al, 2012). The reason for this 
reaction is infection or injury of the bone. Periostitis is an infection in the periosteum or 
membrane surrounding the bone. Osteomyelitis is an internal bone infection (Ortner, 2003). 
Challenges that osteomyelitis and periostitis present is that they are nonspecific and often 
associated with several diseases (White et al, 2012). I included osteomyelitis and periostitis in 
hopes of possibly identifying individuals who contracted an infection or disease that I might not 
have been specifically targeting. These should be identified and taken into account for the Index 
of Care but it is important to include all possible diseases associated with this osteological 
change. 
 
Osteomyelitis is most often the result of pyogenic bacteria exposure to the bone. Viruses, fungi, 
and parasites can also cause osteomyelitis (Ortner, 2003). Individuals at any age can be affected 
because osteomyelitis is secondary to wounds, open fractures, and surgery (Ortner, 2003). The 
periosteum and cortex of the bone is where osteomyelitis most frequently occurs. It does not 
spread through the medullary cavity if the infection is limited. Periosteal bone will be laid down 
in response to the infection (Ortner, 2003). 
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Part 4: Identify possible/probable interactions between 
different pathologies 
 
Interacting pathologies and/or symptoms 
 
Nature and outcomes of possible / probable 
interactions 
 
Step 2 - Part 4: Additional comments/observations 
N/A 
 
References/sources 
N/A 
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Section 2 : Functional Impact 
Pathology #1 - Dwarfism 
 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
 
1. Self-provisioning: ability to 
manage access to food and drink 
unaided (e.g. independently 
access nearby sources of food 
and water). 
 
Capable 
 
  
 
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to convey 
food and drink to mouth). 
 
Capable 
 
  
 
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating infection 
and managing infection risk) 
 
Capable 
 
  
 
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), item 
retrieval etc. 
 
Not Capable 
 
Item retrieval could be difficult or 
impossible due to short stature and limited 
limb extension  
 
5. Mobility over limited distance: 
ability to move unaided over 
short distances (e.g. inside and 
around dwelling, out of range of 
potential hazards etc.) 
 
Unknown / 
uncertain 
 
She could probably handle short distances 
but age may limit mobility due to the 
waddle like gate. 
 
6. Control over body position: 
ability (re)position body parts as 
desired without assistance (e.g. 
to sit up and transfer body 
weight from a reclining position 
unaided). 
 
Unknown / 
uncertain 
 
  
 
Section 2 - Part 1: Additional comments/observations 
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References/sources 
  
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
 
1. Basic lifestyle 
 
Could possibly 
hold a job to 
provide for her 
family. She could 
be independent.  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
  
 
2. Economic 
 
She could have a 
job to provide 
financial stability. 
Short stature 
might limit 
potential jobs but 
accommodations 
and adaptations 
could be made.  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
  
 
3. Domestic 
 
limited limb 
extension and 
short stature 
could make 
everyday 
activities difficult 
to do 
independently 
and may require 
assistance.  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
  
 
4. Mobility 
 
Short stature 
could make 
normal every day 
activities 
challenging and 
requiring 
assistance from 
others to help 
complete tasks.  
 
  
 
Able to 
participate 
 
  
 
5. Community life 
 
No real impacts 
 
  
 
Able to 
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(other) although 
childbirth would 
be difficult with 
dwarfism.  
participate 
 
6. Interpersonal 
relations 
 
Body image could 
influence 
perception of the 
individual by 
others in a 
negative light.  
 
  
 
Able to 
participate 
 
  
 
7. 
Learning/applying 
knowledge 
 
I don't see any 
possible issue 
here in 
correlation with 
dwarfism.  
 
  
 
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
  
Section 2 - Part 2: Additional comments/observations 
  
References/sources 
  
Final comments/observations 
  
 
Did the subject 
likely require 
health-related care? 
 
Yes - likely that 
subject required 
care  
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Pathology #2 - Rickets 
 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
 
1. Self-provisioning: ability to 
manage access to food and drink 
unaided (e.g. independently 
access nearby sources of food 
and water). 
 
Capable 
 
  
 
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to convey 
food and drink to mouth). 
 
Capable 
 
  
 
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating infection 
and managing infection risk) 
 
Capable 
 
  
 
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), item 
retrieval etc. 
 
Capable 
 
  
 
5. Mobility over limited distance: 
ability to move unaided over 
short distances (e.g. inside and 
around dwelling, out of range of 
potential hazards etc.) 
 
Not Capable 
 
Extreme bowing present could impact 
mobility ability in conjunction with dwarfism 
 
6. Control over body position: 
ability (re)position body parts as 
desired without assistance (e.g. 
to sit up and transfer body 
weight from a reclining position 
unaided). 
 
Capable 
 
  
 
Section 2 - Part 1: Additional comments/observations 
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Rickets is a condition caused by the lack of vitamin D that predisposes individuals to poor muscle 
and bone health (Hanley and Davidson, 2005). Rickets mostly affects infants and young children 
(Ortner, 2003). Vitamin D distribution to infants relies heavily on breast milk but also to exposure 
to sunlight (Pettifor, 2004). Breast milk could lack vitamin D due to social and religious cultural 
practices in addition to environmental conditions (Pettifor, 2004).  A lack of Vitamin D prevents 
the body from mineralizing bone protein (Ortner, 2003). A bone lacking this mineralization 
cannot support biomechanical function creating deformation of the bone (Ortner, 2003). Rickets 
can still impact individuals after skeletal maturity (Ortner, 2003). After reaching skeletal maturity 
the body will remodel bone as maintenance or in response to traumatic events (Agarwal, 2019). 
Remodeling removes and replaces bone throughout an individual's lifecycle (Gocha et al., 2019). 
In individuals with rickets the remodeling of bone will continue but will create a deformity in the 
bone due to the replacement of mineralized bone with unmineralized bone (Ortner, 2003). 
Rickets is a systemic disease in early childhood and affects the skeleton but does not directly 
impact mortality but it deforms the bones of the individual. This disease affects people 
worldwide but is seen in a higher frequency in urban communities with little sunlight exposure 
(Ortner, 2003). 
 
References/sources 
  
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
 
1. Basic lifestyle 
 
  
 
  
 
Able to 
participate 
 
  
 
2. Economic 
 
  
 
  
 
Able to 
participate 
 
  
 
3. Domestic 
 
  
 
  
 
Able to 
participate 
 
  
 
4. Mobility 
 
  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
  
 
5. Community life 
(other) 
 
  
 
  
 
Able to 
participate 
 
  
 
6. Interpersonal 
relations 
 
  
 
  
 
Able to 
participate 
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7. 
Learning/applying 
knowledge 
    Able to 
participate 
  
 
Change(s) in functioning over disease course 
Rickets very present in the long bones and can cause mobility issues in conjunction with 
dwarfism 
 
Section 2 - Part 2: Additional comments/observations 
  
References/sources 
  
Final comments/observations 
  
 
Did the subject 
likely require 
health-related care? 
 
Yes - likely that 
subject required 
care  
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Pathology #3 - Scoliosis  
 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
 
1. Self-provisioning: ability to 
manage access to food and drink 
unaided (e.g. independently 
access nearby sources of food 
and water). 
 
Capable 
 
  
 
2. Self-feeding: ability to 
physically eat and/or drink 
without assistance (i.e. to convey 
food and drink to mouth). 
 
Capable 
 
  
 
3. Managing basic personal 
hygiene/caring for self: (e.g. 
washing, toileting, preserving 
skin integrity; treating infection 
and managing infection risk) 
 
Unknown / 
uncertain 
 
Severe curvature of the spine with ribs 
fused to verts would make mobility difficult 
and limit the range of motion.  
 
4. Basic object manipulation: 
ability to manage items in the 
immediate environment - 
includes self-dressing (body 
temperature maintenance), item 
retrieval etc. 
 
Capable 
 
  
 
5. Mobility over limited distance: 
ability to move unaided over 
short distances (e.g. inside and 
around dwelling, out of range of 
potential hazards etc.) 
 
Unknown / 
uncertain 
 
Severe curvature of the spine with ribs 
fused to verts would make mobility difficult 
and limit the range of motion.  
 
6. Control over body position: 
ability (re)position body parts as 
desired without assistance (e.g. 
to sit up and transfer body 
weight from a reclining position 
unaided). 
 
Unknown / 
uncertain 
 
Severe curvature of the spine with ribs 
fused to verts would make mobility difficult 
and limit the range of motion.  
 
Section 2 - Part 1: Additional comments/observations 
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Scoliosis is defined as a lateral deviation of the vertebral column located at the midsagittal plane 
(Walker, 2012). Typically scoliosis will involve two abnormal curvatures but the individual’s skull 
will be in a vertical position that is close to midline (Walker, 2012). Scoliosis is diagnosed using 
the Cobb’s angle and it measures 10% or more (Youseff, 2011) 
 
References/sources 
  
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible 
+ve / -ve 
factors 
 
Rating 
 
Elaboration/Comments 
 
1. Basic lifestyle 
 
This should not be 
impacted but it 
could be due to 
the fused ribs to 
verts creating 
limited mobility  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
This is hard to determine 
because some tasks she 
might be able to complete 
without assistance but 
others could require help 
from another individual 
 
2. Economic 
 
Limited mobility 
could impact job 
opportunities 
which can 
influence finances 
impacting access 
to labor. This 
could also 
relegate the 
individual to 
domestic work.  
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
Limited movement coupled 
with the short stature 
could impact the ability to 
preform certain jobs. 
Accommodations would 
likely be made because of 
the limited movement and 
short stature.   
 
3. Domestic 
 
Mobility can 
impact this 
domain but 
assistance or 
accommodations 
can make the 
individual capable  
 
  
 
Able to 
participate 
 
Might need to make slight 
accommodations that are 
self made without the help 
of others. Although her 
short stature could 
influence participation 
later in life.  
 
4. Mobility 
 
I do not see this 
impacting 
mobility and 
travel but could 
make sitting and 
standing or other 
movements 
 
  
 
Needs 
moderate 
to 
substantial 
assistance 
 
As the individual aged her 
ribs and verts fused 
together limiting mobility 
with increased age.  
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difficult or painful 
 
5. Community life 
(other) 
 
Pregnancy might 
come with 
complications but 
other than that I 
do not see 
limitations in this 
domain.  
 
  
 
Able to 
participate 
 
I would think she would be 
able to participate but 
might need minimal 
accommodations  
 
6. Interpersonal 
relations 
 
Communication 
would not be an 
issue. Sexual 
performance and 
the ability to carry 
a child to term 
could be 
impacted.  
 
  
 
Able to 
participate 
 
I would think she would be 
able to participate but 
might need minimal 
accommodations 
 
7. 
Learning/applying 
knowledge 
 
  
 
  
 
Able to 
participate 
 
  
 
Change(s) in functioning over disease course 
I believe the individual as they aged would lose the limited range of motion they already 
experienced due to dwarfism. The scoliosis progressed with age therefore would present new 
challenges for the individual to overcome.  
 
Section 2 - Part 2: Additional comments/observations 
  
References/sources 
  
Final comments/observations 
I think some level of adjustments to be able to participate in the standard lifeways. Alone the 
mobility issue with age would impact the individual. Combining all of the pathological conditions 
together would require assistance of the people around her.  
 
 
Did the subject 
likely require 
health-related care? 
 
Yes - likely that 
subject required 
care  
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Pathology #4 - Osteomyelitis 
 
Part 1: Identify potential domains of pathology impact 
 
Activities of daily living 
 
Rating 
 
Observations 
 
Section 2 - Part 1: Additional comments/observations 
  
References/sources 
  
Part 2: Instrumental activities of daily living 
 
Domain 
 
Likely domain 
activity/ies 
 
Possible +ve / 
-ve factors 
 
Rating 
 
Elaboration/Comments 
Change(s) in functioning over disease course 
 Section 2 - Part 2: Additional comments/observations 
 References/sources 
 Final comments/observations 
 
Did the subject likely require health-related care? 
 
No - uncertain/unlikely that subject required care 
 
 
Index of Care - Step 3- FS1636 
Pathology #1 - Dwarfism 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/com
ments 
 
Durati
on 
 
Duratio
n 
comme
nts 
 
Effort and 
resources 
involved 
 
Efficacy of 
care 
 
1. Provision of 
food and water 
 
Proba
ble 
 
If the individual 
could not work 
and was the 
provider for the 
family nutritional 
food might be 
inaccessible.  
 
Long 
term 
 
Dwarfis
m is 
lifelong  
 
Every day 
activities at a 
job or 
around the 
house could 
require 
assistance in 
order to 
perform the 
tasks.  
 
If the 
individual 
cannot 
make 
money and 
did not 
have 
financial 
assistance 
from family 
or a 
partner 
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procuring 
food could 
become an 
issue 
 
2. Maintaining 
normal body 
temperature 
 
Proba
ble 
 
Assistance with 
dressing is 
probable as the 
clothes would 
have to be 
altered to fit her 
small frame 
 
Long 
term 
 
  
 
  
 
  
 
3. Facilitation of 
comfort, rest 
and sleep 
 
Proba
ble 
 
All of the 
individuals bones 
are impacted 
from dwarfism 
creating an 
unnatural poster. 
It could also 
impact mental 
health as she 
would be 
different from 
the others in 
terms of stature. 
Limited 
opportunities 
were afforded to 
African 
Americans during 
this individuals 
life time.  
 
Long 
term 
 
  
 
  
 
  
 
4. Ensuring 
physical safety 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
5. 
Maintaining/assi
sting mobility 
 
Proba
ble 
 
With age and 
limited limb 
extension she 
would probably 
require 
assistance. The 
individual lived in 
the 1900-1950s 
technology and 
tools could 
 
Long 
term 
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provide 
accommodations 
that would 
provide a sense 
of independence.  
 
6. Monitoring 
health status 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
7. Maintenance 
of personal 
hygiene/protecti
on of 
integument 
 
Possibl
e 
 
Increasing age 
could impact the 
already limited 
mobility which 
could lead to 
needing 
assistance in 
maintaining 
personal hygiene.   
 
Long 
term 
 
This 
might 
not be 
an issue 
until 
later on 
in life.  
 
Increasing 
age could 
require 
assistance 
from family 
members 
and 
accommodat
ions 
 
The time 
invested by 
family 
members 
would be 
minimal 
since the 
individual 
could be 
largely 
independe
nt until 
later in life. 
 
8. Physical 
manipulation, 
postural 
adjustment 
 
Proba
ble 
 
All of these would 
be effected by 
dwarfism when 
assessing physical 
manipulation 
 
Long 
term 
 
This 
would 
always 
be an 
issue 
that 
would 
only 
worsen 
through 
the 
aging 
process.  
 
Personal 
accommodat
ions and 
actions could 
leave the 
individual 
independent 
for a 
majority of 
her lifespan. 
Money for 
accommodat
ions like 
stools or 
walking 
sticks would 
cost money.  
 
  
 
9. Maintenance 
of physiological 
functioning 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
10. Specific 
 
Proba
 
Stools or ladders 
 
Long 
 
Lifelong 
 
Assistance 
 
Aids like 
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intervention(s) 
and 
technologies 
ble could have been 
utilized to access 
objects that are 
out of reach. A 
cane for helping 
walk along 
uneven and trash 
filled streets 
could have been 
used as the 
individual aged.  
term short 
stature 
due to 
dwarfis
m  
from others 
might be 
required but 
the 
individual 
would largely 
be 
independent 
until later in 
life.  
stools, 
ladders, 
and 
walking 
sticks could 
all be 
utilized to 
continue 
independe
nce. The 
money to 
pay for 
those 
objects if 
the 
individual 
had no 
income 
would rely 
on others 
for help  
 
Step 3 Section 1: Additional comments/observations 
  
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/com
ments 
 
Durati
on 
 
Duration 
comment
s 
 
Effort and 
resources 
involved 
 
Efficacy of 
care 
 
1. Basic 
lifestyle 
 
Possib
le 
 
  
 
Long 
term 
 
Dwarfism 
is a 
lifelong 
condition  
 
Could all be 
personal 
accommodat
ions made or 
having the 
assistance of 
those 
around 
them.   
 
  
 
2. Economic 
 
Proba
ble 
 
  
 
Long 
term 
 
Short 
Stature 
and 
limited 
mobility 
would 
impact 
job 
opportuni
ties that 
could 
cause 
financial 
issues.  
 
Finding a job 
within the 
ability of this 
individual 
would be 
difficult and 
would 
require 
stools or 
intervention
s to be able 
to reach 
things that a 
person of 
regular 
stature 
could reach.  
 
It's hard to 
judge this 
but if the 
occupation 
was able to 
accommodat
e the 
individuals 
needs it 
would still be 
long term 
adjustments.  
 
3. Domestic 
 
Possib
le 
 
  
 
Long 
term 
 
  
 
Walking aids 
or stools and 
ladders 
would 
probably be 
used. Each 
item would 
have to be 
acquired at 
either a 
monetary or 
trade cost.  
 
If the 
individual 
still could not 
preform 
household 
duties it 
might be 
required of 
family to 
assist. They 
might even 
pay for the 
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walking aids 
and 
stool/ladder.  
 
4. Mobility 
(over 
distance) 
 
Proba
ble 
 
  
 
Long 
term 
 
This 
would be 
life long 
since 
dwarfism 
makes 
walking 
difficult as 
well as 
reaching 
for things.  
 
Transportati
on to get 
over long 
distances 
like cars and 
public 
transport 
would 
alleviate 
some of the 
limitations. 
Also tools 
like a cane 
to reach 
things and 
bring them 
down to the 
individuals 
level could 
maintain 
independenc
e.   
 
Purchasing of 
aids would 
require funds 
or assistance 
to acquire 
the 
accommodat
ions. This 
could impact 
how long the 
individual is 
productive 
(ie how long 
can they 
work) but 
would mainly 
still maintain 
independenc
e.  
 
5. 
Community 
life (other) 
 
Possib
le 
 
  
 
Long 
term 
 
  
 
Assistance 
could be 
needed at 
any time 
since short 
stature 
would put 
the 
individual at 
a 
disadvantag
e  
 
  
 
6. 
Interpersonal 
relations 
 
Possib
le 
 
  
 
Long 
term 
 
Lifelong  
 
  
 
  
 
7. 
Learning/app
lying 
knowledge 
 
Not 
releva
nt 
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Step 3 Section 2: Additional comments/observations 
  
References/sources 
  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
 
Walking aids and pain medication 
 
In 1959 the average families spent $126.60 on 
prescription and drugs (US Department of 
Health, Education, and Welfare, 1960). Over 
the counter pain medicine like Tylenol was 
sold.  In addition the walking aids could be 
purchased or gotten through bartering. It 
could also be possible a walking stick was 
selected from a fallen branch in the yard.  
 
Additional comments and observations. 
  
Pathology #2 - Rickets 
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duration 
comment
s 
 
Effort and 
resources 
involved 
 
Efficacy 
of care 
 
1. Provision of 
food and water 
 
Probab
le 
 
Rickets is caused 
by childhood 
nutritional 
deficiency  
 
Long 
term 
 
Rickets is 
develope
d as a 
childhood 
and the 
individual
s bones 
were 
altered 
extensive
ly.  
 
Might be 
difficult to 
find or 
maintain 
a job. 
Food and 
water 
cost 
money  
 
The care 
that 
could be 
given 
could be 
monetar
y in 
nature.   
 
2. Maintaining 
normal body 
temperature 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
3. Facilitation of 
comfort, rest and 
 
Probab
le 
 
The stress of the 
bowing of the long 
 
Long 
term 
 
Rickets is 
develope
 
Could use 
pillows 
 
This 
would 
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sleep bones in addition 
to dwarfism could 
cause stress or 
pain overtime with 
activity 
d as a 
childhood 
and the 
individual
s bones 
were 
altered 
extensive
ly.  
and 
blankets 
to get 
comforta
ble and 
maybe 
took 
somethin
g for pain 
along 
with a 
possible 
massage.  
be long 
term but 
at the 
same 
time 
could be 
done by 
the 
individu
al 
without 
the need 
for 
assistanc
e.  
 
4. Ensuring 
physical safety 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
5. 
Maintaining/assis
ting mobility 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
6. Monitoring 
health status 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
7. Maintenance 
of personal 
hygiene/protectio
n of integument 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
8. Physical 
manipulation, 
postural 
adjustment 
 
Probab
le 
 
The long bones 
display 
pronounced 
bowing and would 
probably cause 
some discomfort.  
 
Long 
term 
 
Rickets is 
develope
d as a 
childhood 
and the 
individual
s bones 
were 
altered 
extensive
ly.  
 
Pain 
medicine 
if needed, 
warm 
bath, 
anything 
that could 
relieve 
discomfor
t.  
 
Medicin
e for 
pain was 
available 
but if 
the 
individu
al did 
not have 
the 
financial 
means 
family 
member
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s could 
help pay 
for it.  
 
9. Maintenance 
of physiological 
functioning 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
10. Specific 
intervention(s) 
and technologies 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 1: Additional comments/observations 
  
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/commen
ts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
 
1. Basic lifestyle 
 
Possible 
 
  
 
Long 
term 
 
  
 
  
 
  
 
2. Economic 
 
Possible 
 
  
 
Long 
term 
 
  
 
  
 
  
 
3. Domestic 
 
Possible 
 
  
 
  
 
  
 
  
 
  
 
4. Mobility (over 
distance) 
 
Probabl
e 
 
Rickets is developed 
as a childhood and 
the individuals bones 
were altered 
extensively. It could 
limit the amount the 
individual could 
move without pain or 
assistance.  
 
Long 
term 
 
  
 
  
 
  
 
5. Community 
life (other) 
 
Possible 
 
Pain from rickets as a 
result of its effect on 
the skeleton could be 
painful. The 
individual might not 
be able to handle 
community activities  
 
Long 
term 
 
  
 
  
 
  
 
6. Interpersonal 
relations 
 
Not 
relevant 
 
  
 
  
 
  
 
  
 
  
 
7. 
Learning/applyin
g knowledge 
 
Not 
relevant 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations 
  
References/sources 
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STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
 
Walking aid and medication  
 
In 1959 the average families spent $126.60 on 
prescription and drugs (US Department of 
Health, Education, and Welfare, 1960). Over 
the counter pain medicine like Tylenol was 
sold.  In addition the walking aids could be 
purchased or gotten through bartering. It 
could also be possible a walking stick was 
selected from a fallen branch in the yard. 
 
Additional comments and observations. 
  
Pathology #3 - Scoliosis  
Section 1 - Care as direct support 
 
Components of 
care practice 
 
Part of 
care 
 
Elaboration/comm
ents 
 
Durati
on 
 
Duratio
n 
comme
nts 
 
Effort and 
resources 
involved 
 
Efficacy 
of care 
 
1. Provision of 
food and water 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
2. Maintaining 
normal body 
temperature 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
3. Facilitation of 
comfort, rest and 
sleep 
 
Probab
le 
 
Scoliosis and the 
fusion of ribs and 
verts would be 
uncomfortable 
and might require 
pain relief to rest 
comfortably.  
 
Long 
term 
 
  
 
Pain relief 
that is not 
pharmaceuti
cal in nature 
could 
require 
assistance 
from friends 
or family  
 
It could 
be 
regularly 
needed 
or not. It 
is hard 
to 
estimate
.  
 
4. Ensuring 
physical safety 
 
Not 
releva
nt 
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5. 
Maintaining/assis
ting mobility 
Not 
releva
nt 
          
 
6. Monitoring 
health status 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
7. Maintenance 
of personal 
hygiene/protecti
on of integument 
 
  
 
  
 
  
 
  
 
  
 
  
 
8. Physical 
manipulation, 
postural 
adjustment 
 
Probab
le 
 
Stretching, 
massages, and 
assistance could 
all be used to get 
comfortable with 
limited motion 
range.  
 
Long 
term 
 
  
 
Massages by 
a 
professional
, family, or 
friends 
could be 
done to 
ease pain 
and muscle 
tension  
 
Depende
nt on 
who is 
renderin
g aid and 
for how 
long 
 
9. Maintenance 
of physiological 
functioning 
 
Not 
releva
nt 
 
  
 
  
 
  
 
  
 
  
 
10. Specific 
intervention(s) 
and technologies 
 
Probab
le 
 
Pain medication to 
ease pain or 
discomfort if it 
could be 
purchased 
 
Long 
term 
 
  
 
Pain 
medicine to 
alleviate 
pain  
 
If the 
individua
l could 
not 
afford it 
themselv
es they 
could 
seek 
assistanc
e from 
family, 
friends, 
or 
maybe 
the 
commun
ity (such 
as a 
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church 
group).  
 
Step 3 Section 1: Additional comments/observations 
  
References/sources 
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Section 2 - Care as accommodation 
 
Domain 
 
Part of 
care 
 
Elaboration/commen
ts 
 
Duratio
n 
 
Duration 
comment
s 
 
Effort 
and 
resource
s 
involved 
 
Efficac
y of 
care 
 
1. Basic lifestyle 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
2. Economic 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
3. Domestic 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
4. Mobility (over 
distance) 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
5. Community 
life (other) 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
6. Interpersonal 
relations 
 
Possibl
e 
 
Sexual performance 
could potentially be 
impacted due to the 
condition 
 
Long 
term 
 
This 
would be 
lifelong  
 
  
 
  
 
7. 
Learning/applyin
g knowledge 
 
Not 
relevan
t 
 
  
 
  
 
  
 
  
 
  
 
Step 3 Section 2: Additional comments/observations 
  
References/sources 
  
STEP 3:  Elements of the model of care 
 
Care Element 
 
Discussion 
  
  332 
Walking Aid This individual had rickets, scoliosis, and 
dwarfism. Dwarfism would effect their walking 
gate and that would be further impacted by 
the severe case of rickets displayed in the 
skeletal material. The walking aid can be free 
by donations/gifting or by using a fallen 
branch. A walking aid can also be purchased. If 
the individual could not maintain a stable 
financial income they might require financial 
assistance from family, friends, or the 
community.  
 
Additional comments and observations. 
  
Index of Care -Step 4- FS1636 
Section 1 - Group agency and the decision to provide 
care 
 
Decision steps 
 
Discussion 
1.  Determine need for health-
related care exists 
The individual has rickets and scoliosis which would have 
been known at the time and probably did not impact 
views against them. The dwarfism is less common but still 
known about in the 1950s. The individual lived to age 58 . 
2.  Assess considerations 
for/against care 
In 1959 the average families spent $126.60 on 
prescription and drugs (US Department of Health, 
Education, and Welfare, 1960). Over the counter pain 
medicine like Tylenol was sold.  In addition, the walking 
aids could be purchased or gotten through bartering. It 
could also be possible a walking stick was selected from a 
fallen branch in the yard. 
Carrying a child might be difficult with the condition of 
dwarfism and it could be potentially passed to the 
children.  
3.  Decision to provide care Given that individuals lived with families or rented rooms 
in a house there would be a group of people to assist 
without having to look for outside aid. If their needs could 
not be met due to time or finances, it is not uncommon 
for a religious congregation to set up and provide 
assistance.  
4.  Determine and initiate 
strategies for care delivery (direct 
support/accommodation) 
The plan would probably largely remain the same with 
caregivers. Caregivers might not be consistent since the 
individual lived to age 58 and could have new people 
providing care throughout her life.  
5.  Implementing and reviewing 
care practice 
Dwarfism is a lifelong condition and the rickets in this 
individual permanently altered long bones. I can see care 
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staying the same but adding new elements as the 
individual aged. It is important to remember that in 
addition to scoliosis ribs were fused to verts creating a 
smaller range of movement.  
6.  Cease care At Death. 
  
7.  Decide treatment after death I don't think this applies given that the morgue donated 
the individuals to the terry collection so the state would 
not have to pay for burial of the individual.  
General comments/observations 
  
 
Question 
 
Observation 
Group agency overview 
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Section 2 - Individual identity - The subject as 'Agent' 
Part 1: The subject - evidence and inference 
 
Domain 
 
Evidence and inference (observations and comments) 
1. Basic physical characteristics. Documentation provided me with age, sex, ancestry, DOB 
and cause of death. It also includes state they were born in, 
occupation, marital status, medical conditions, and duration 
of illness that killed them.  
2. Social indicators Since they were unable to be buried either because family 
couldn't afford it or nobody claimed them, the state turned 
the individuals over to the Terry Collection for study.  
3. Pathology(ies) and likely 
impact(s) 
The progression of the scoliosis in conjunction with the 
morphological changes to the bone in rickets combined with 
dwarfism would as the individual ages suggest limited 
mobility. Short stature and limited mobility may require 
assistance for daily tasks and impact job opportunities.   
4. Care received Care would likely come from family or friends that live in the 
household. Donations for a walking aid or paying for 
medicine could be an act of providing care.  
5. Lifeways opportunities and 
constraints 
The impact of how the individual perceives themselves 
compared to people without dwarfism and how that shapes 
their identity is hard to say. It would impact them and be a 
daily challenge 
 
Additional comments/observations 
Part 2: Experience of disability and care - the subject’s 
perspective 
 
Question 
 
Adaptation, ‘answer(s)’ and comments 
What does the subject’s 
survival with disability suggest 
about their personality and 
motivation? 
The individual made accommodations and lived a long life 
therefore they could be described as resilient  
What was the likely (quality of) 
relationship between subject 
and carer(s)? 
Family and friends would care for the person therefore 
having a close relationship 
Does the subject’s ability to 
obtain care suggest any 
particular personality 
characteristics?  Is there 
evidence for other cases of care 
in the group? If so, how do 
‘cases of care’ compare? 
Close relationships with the people around them to assist 
would be required so it could be stated their personality 
influences care received.  
What was required from the The individual would probably be aware of their limitations 
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subject in terms of cooperation 
in their own care?  What does 
cooperation suggest in terms of 
e.g. level of function, 
personality traits, etc?  
and request assistance therefore playing an active role in 
their care 
Were different care options 
available in this case? If so, 
which was likely adopted, and 
did the subject possibly 
influence this choice? If so, 
how? 
N/A 
  
To what extent did disability 
affect the subject’s ability to 
perform the same activities as 
those of their cohort? How may 
this have affected the subject’s 
self-perception and perception 
by others?  
The individuals short stature would influence their ability to 
find a job conducive to their limitations.  
What might be the answer to 
the above question where 
opportunities to participate in 
alternative activities of 
equivalent value were 
available? 
N/A 
  
Where care included assistance 
with ‘self-maintenance’ (e.g. 
toileting, postural positioning) 
involving intimate interventions 
(e.g. washing, massage) how 
might this affect self-esteem?   
Assistance with finding clothes that fit their stature (requiring 
possible alterations which would be another cost) and 
assistance with pain relief or reaching things would influence 
self care.  
Following from this question, 
what might long term survival 
in this dependent state suggest 
about a severely disabled 
subject? About their 
relationship with carer(s)?   
 
  
 
Additional comments/observations 
 Sources Used in All Steps: Sandweiss, 2001. National Weather Service. The Old Farmers 
Almanac. Baumann et al., 2011. US Census 1900. Missouri State Historical Society. Fontana and 
Keene, 2009. O’neil, 1959. Walker 2012. Larsen 1977. Scott 1976. Kopits 1979. (Youseff, 2011). 
Ortner 2003. White et al 2012. Hanley and Davidson, 2005. Pettifor, 2004. Gocha et al., 2019. 
Agarwal, 2019. 
Part 3: Producing a partial biography of the subject of care 
Who was the subject of care? 
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This individual was born in Mississippi 1900 and died in 1959 in St. Louis, 
Missouri. Her age was listed on the morgue records as 58 and of African American 
ancestry. She was a widow with unknown occupation listed on her morgue records. She 
had bilateral bronchial pneumonia for a week before she passed away. On her records she 
had been diagnosed with dwarfism, rickets, and scoliosis. At least one rib was fused to 
her thoracic vertebra with evidence of other ossified ribs. All of her long bones display 
severe bowing indicative of rickets (Niovi et al., 2016). 
She would have stood out among the crowd being an African American dwarf. 
Rickets caused her long bones to bow and scoliosis would have impacted her posture. In 
addition to the limited jobs that African Americans could hold due to segregation, her 
short stature could have limited those options further. A large number of homes did not 
have indoor plumbing until after 1945. This could have been problematic for her because 
her mobility was limited due to dwarfism, scoliosis, and rickets (Gocha et al., 2019; 
Hanley and Davidson, 2005; Larsen, 1977, Ortner, 2003, Pettifor, 2004; Scott, 1975; 
White et al., 2012). The waddle like gait she had would make traversing the uneven and 
dirty streets difficult. She could have remained independent, utilizing walking aids if 
needed. With no occupation listed, it is hard to estimate her income to calculate how 
much medication was if she needed it. Her family or those who lived with her would be 
her caregivers. Included could possibly be religious groups helping out with donations or 
just helping around the house. 
Her cause of death lists bilateral bronchial pneumonia. She had this for at least 
one week. Pneumonia comes with chest pain when one coughs up phlegm, or just 
breathing. Generalized fatigue, shortness of breath, fever, and nausea all are symptoms of 
this illness. It can also cause diarrhea, which can in turn make the individual dehydrated 
and add more stress to the body. Cough medicine and pain relief would have been a way 
to provide comfort (Niovi et al., 2016; Mayo Clinic, 2020).  
It is hard to estimate how much money she had due to no job being listed, but 
healthcare prices could be found. No information for 1959 could be located but prices in 
1955 provide an idea of the cost of care. All prices for healthcare are from the year 1955 
and reported as averages of twenty selectived cities (US Bureau of Labor Statistics 1956, 
1962). One of these cities in the study was St. Louis. The averages included numerous St. 
Louis establishments in order to create an annual average for the city’s prices. A basic 
visit to a general practitioner would cost $3.14 which would be $30.31 in 2020.  A home 
visit doctors fee was $4.86, which today would cost $46.91. An office visit to an 
obstetrician that includes the Wasserman test would total $112.50 per visit. Today that 
fee would be $1,085.87. A general surgeons fee that does not include anesthetic was 
listed as $159.41, today it would cost $1,538.65. Dental office visits ranged from $4.31 to 
$4.83. The bill for dental visits adjusted for inflation would be $41.60 to $46.62. Hospital 
fees for a private and semi-private room were listed as $13.75 and $10.86 respectively. 
Today those fees would total $132.72 and $449.98 respectively. Prescription narcotic 
liquid was priced at $1.11, while prescriptions that were not narcotics were $0.80. 
Respectively, those prescriptions would total $10.71 and $7.72 today. Prescription 
penicillin in a 24 tablet dose cost $2.81 to fill. Over the counter aspirin was sold for 
$0.63. Today penicillin would cost $27.12 to pick up at the pharmacy while aspirin 
would cost $6.08 (US Bureau of Labor Statistics 1956, 1962).  
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Traveling around the city to get from the house to the pharmacy could be by 
personal automobile or streetcar. The streetcar fair for cash customers was $0.20 per ride 
and it cost the same with previously purchased tokens and tickets. Today that would be 
$1.93 per ride. Gasoline for automobiles cost $0.28 per gallon in 1955 and $2.70 in 2020. 
Dry cleaning and pressing for one dress would cost $1.37. That bill in 2020 would cost 
$13.44. A single dress for purchase would be priced from $2.89 to $8.27 depending on 
the pattern. Today that price ranges from $27.89 to $79.82. Laundry services in 1955 cost 
$9.12, today's equivalent would be $88.03.  Laundry services include washing and drying 
costs and were typically utilized for nicer clothing items (US Bureau of Labor Statistics 
1956, 1962).  
These expenses are important to consider even without knowing if she held a job 
or had any income at all. In this specific case, not only would care be given through 
physical assistance or accommodation, but coupled with financial assistance. Her 
documentation and inclusion in the Terry collection means that at the end of her life she 
did not have money for a proper burial. It could have also meant that at the end of her life 
she did not have family or friends to claim her remains. Inevitably, she ended up being 
donated to the collection by the state. This is because if the state donated the remains they 
would not have to pay money to bury her. 
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